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URING the 20 year period from 1928 
to 1947, inclusive, 263 patients with 
amebic hepatitis and hepatic abscess 
were admitted to the Charity Hospital 

and the Touro Infirmary in New Orleans. Studies 
based upon an analysis of 181 patients in this 
series, admitted to these institutions during the 
successive periods from 1928 to 1933, 1934 to 1937, 
and from 1938 to 1941, have been presented in 
previous publications (64, 67, 68, 70). This report 
is concerned with the entire group, which brings 
the series up to date by the addition of 82 patients 
admitted during the period from 1942 to 1947, 
inclusive. Comparisons of certain findings among 
the four groups of cases comprising the entire 
series are made whenever it seems significant. In 
addition, an attempt has been made to review 
and bring up to date the more pertinent considera- 
tions of the subject since the literature up to 1942 
was surveyed in one of our previous publications. 


INCIDENCE 


Although the incidence of amebiasis varies con- 
siderably, the ubiquitous occurrence of this condi- 
tion has been clearly established. The frequency 
of amebic infection of the bowel and its hepatic 
complication is probably greater than is common- 
ly realized. Its prevalence in the United States 
has been emphasized by Craig (23) and Faust 
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(34), who, on the basis of extensive studies, have 
shown that at least 10 per cent of the population 
of the United States was infected with this para- 
site. The incidence of hepatic involvement, under- 
standably, varies considerably since it depends 
upon a number of factors, including particularly 
the incidence and relative control of the primary 
intestinal infection and the character of the popu- 
lation from which the statistical material is de- 
rived. 

Obviously, studies based upon autopsy material 
which represents the more advanced cases show a 
much higher incidence of hepatic involvement 
than analyses of clinical material (Graph I). In 
the collected series of autopsy cases the incidence 
figures ranged from 7.6 per cent to 84.4 per cent, 
with an average of 36.6 per cent (67, 87, 98). 
There is also considerable variation in the reported 
incidence of hepatic involvement in clinical cases 
of intestinal amebiasis, with the figures ranging 
from less than 1 per cent to more than 25 per cent 
and with an average incidence of 8.1 per cent for 
the entire collected series (108) (Graph I). It is 
interesting to observe in this connection the fact 
that more recent reports reflect a higher incidence 
than earlier ones. Thus, the incidence of hepatic 
involvement in clinical cases of amebiasis was 
found to be 4.9 per cent in the collected series prior 
to 1942 (67), whereas in a similar series of 6,886 
cases collected from the literature since that time 
this figure is found to be 13.2 per cent. Further 
analysis of the collected series in this latter period 
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Graph I. Incidence of amebic hepatic involvement in fatal and clinical amebiasis. 


shows that this increased incidence is a reflection 
of the increase in the number of cases diagnosed as 
amebic hepatitis rather than hepatic abscess, their 
respective incidences being 9 per cent and 4.1 per 
cent. It may be observed that the more recent 
figure of 13.2 per cent for the collected series more 
closely approaches our experience at the Charity 
Hospital, where the incidence of hepatic involve- 
ment among all cases of intestinal amebiasis for 
the 20 year period was 11.1 per cent (Graph I). 
The higher incidence in our series as compared 
with that for the entire collected series is possibly 
due to the greater awareness of this complication 
in this region of the country. 

A comparison of the incidence of hepatic infec- 
tion in amebiasis during the four periods covered 
by this report shows interesting variations. It 
may be observed that during the first two periods 
the frequency of hepatic involvement in intestinal 
amebiasis was relatively high, whereas during the 
last two periods this incidence dropped signifi- 
cantly (Graph I). Thus, the combined incidence 
for the first two periods or the first 10 year period 
was 17.4 per cent and that for the last two periods 
or the last 10 year period was 7.7 per cent, a de- 
crease of more than 55 percent. It appears signifi- 
cant that this decrease in the incidence of hepatic 
involvement in intestinal amebiasis occurred in 
the absence of a similar decrease in the incidence 
of intestinal amebiasis among the total admissions. 
Indeed, a comparison of the rates per 100,000 hos- 
pital admissions for the two 10 year periods at the 
Charity Hospital shows that although the inci- 
dence of intestinal amebiasis has increased, the 
frequency of amebic hepatic involvement has de- 
raph II). Perhaps this suggests, among 


other things, that intestinal amebiasis is bein 
recognized earlier and treated more effectively in 
recent years. 
SEX 

For reasons which have still not been satisfac- 
torily determined, infection with Endamoeba 
histolytica occurs more frequently in males than 
in females. This predominance of the male sex 
seems to be more striking in amebic hepatic infec- 
tion than in other forms of the disease, as shown 
by our experience as well as that of others (109) 
(Graph III). 

AGE 

Although amebic hepatic infection may develop 
at any age, it is more frequently observed during 
adult life with the highest incidence in the third, 
fourth, and fifth decades (Graph IV). Approxi- 
mately 75 per cent of our patients were within 
this range, the highest incidence (almost a third 
of the patients) being in the fourth decade. The 
disease seems to occur rarely at the two extremes 
of life, although cases have been encountered in 
infants (52, 62, 71, 78, 81) as well as in elderly i in- 
dividuals. In our series the youngest patient was 
6 years of age and the oldest was 72 years, but it 
may be observed that less than 2 per cent of the 
patients fell into these two decades of life. Similar 
observations were recently reported by Reddy 
and Thangavelu in their analysis of 364 cases of 
hepatic amebiasis, 

All races are susceptible to infection with the 
Endamoeba histolytica but it is the consensus of 
observers in the tropics that natives seem to suffer 
less with clinical manifestations of the disease 
than individuals of the white race in these areas. 
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Graph II. Comparative incidence of intestinal and 
hepatic amebiasis at the Charity Hospital, New Orleans, 
during the 1o year periods from 1928 to 1937, and from 
1938 to 1947. 


These observers have also expressed the opinion 
that Europeans are more susceptible to the de- 
velopment of amebic hepatic abscess than natives. 
Craig (23) believes that the comparative mildness 
of symptoms of amebiasis and the relative infre- 
quency of hepatic complications in natives of the 
tropics are due largely to “a partial immunity to 
the parasite acquired from constant reinfections 
since childhood, as in the case of the malarial 
infections.” 

In our experience no racial predisposition in 
amebic hepatic infection is demonstrable so far as 
the white and negro races are concerned. At the 
Charity Hospital white and negro patients are 
admitted with about equal frequency, and in the 
series of 214 patients with amebic hepatic disease 
from this institution the distribution of these two 


races was about equal (Graph V). 
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Graph III. Sex incidence in hepatic amebiasis in col- 
lected and authors’ cases. 


PATHOGENESIS 


Although for some time there was considerable 
controversy concerning the routes of invasion in 
amebic hepatic disease, it is now generally agreed 
that the amebas usually gain entrance into the 
liver through the portal system. This is supported 
by the frequent observation in sections taken 
from patients with amebiasis of amebas in the 
capillaries and venules of the intestinal submucosa 
and muscularis and in the portal tributaries. The 
other two possible paths by which the amebas 
may reach the liver are (1) direct extension 
through the bowel wall, peritoneum, and capsule 
of the liver, and (2) the lymphatic route. It is 
conceded that the former mode of transmission 
may occur occasionally, but the latter is obviously 
rare if it occurs at all. It is our belief that the 
amebas probably are carried to the liver much 
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Graph IV. Age incidence in hepatic amebiasis in the authors’ series 
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Graph V. Race incidence in hepatic amebiasis based upon 214 cases 
at the Charity Hospital, New Orleans. 


more frequently than is indicated by the incidence 
of amebic hepatic infection, for it has been shown 
that the liver parenchyma appears to possess an 
amebostatic factor (35). As emphasized by Faust 
amebiasis in man varies both quali- 
tatively and quantitatively” with the character 
of the infection, the condition depending upon 
several extrinsic as well as intrinsic factors, in- 
cluding particularly the virulence of the particular 
strain of ameba and the host susceptibility. The 
actual invasion of, and the growth of the amebas 
in the liver are, accordingly, more likely to take 
place when an overwhelming number of parasites 
with relatively increased virulence gain entrance 
to the liver, or when for one reason or another the 
resistance of the liver is lowered. Perhaps the two 
most significant factors in the actual development 
of amebic hepatitis and hepatic abscess are (1) the 
production by the amebas of intrahepatic portal 
thrombosis and infarction, and (2) the cytolytic 
activity of the ameba. The amebas which are 
carried to the liver from the bowel by the portal 
circulation are filtered out into the portal capil- 
laries, and if they lodge in these smaller portal 
radicles in sufficient number, they may produce 
thrombosis with typical infarction and consequent 
focal necrosis. This paves the way for the cyto- 
lytic activity of the ameba, permitting lysis and 
destruction of the involved liver parenchyma and 
the earliest stage of abscess formation. Further 
evidence of this mode of development of amebic 
hepatic infection is provided by histologic studies 
of sections of the liver showing various stages of 
the disease. In the earliest stage of the process 
there is observed a peripheral zone of hyperemia 
surrounding an “area composed of cytolysed tissue 
cells in which may be seen red blood corpuscles, 


degenerated liver cells, a few leucocytes, connec- 
tive tissue cells, and granular debris, with now 
and then a trophozoite of Endamoeba histolytica 
lying in a zone of completely cytolysed material” 
(23). This early process of amebic hepatitis may 
not progress further but may heal by connective 
tissue replacement, as shown by focal scar tissue 
residues of healed small amebic abscesses in other 
sections of the liver. 

It is thus apparent that in the early phase of 
amebic hepatitis a balance exists between progres- 
sion toward suppuration or true abscess formation 
and regression toward healing, and the scale may 
be upset by a number of factors, including the 
virulence and number of the organisms, the rela- 
tive resistance of the host, the presence of patho- 
genic bacteria, and possibly alcohol, trauma, or 
other detrimental agencies. As will be indicated 
later, this concept of pathogenesis has therapeutic 
significance. 

PATHOLOGY 

Considerable variation may exist in both the 
gross and microscopic appearance of the liver in 
amebic hepatic infection; it depends upon the ex- 
tent and stage of involvement. These features 
have been fully described in previous publications 
(64, 67, 68, 70). Although the location and num- 
ber of amebic hepatic abscesses may vary, char- 
acteristically they are single and occur in the right 
lobe near the dome of the liver or on the inferior 
surface near the hepatic flexure of the colon. Like 
that of others, our experience demonstrates the 
overwhelming predominance of right lobe involve- 
ment and the higher incidence of single abscess 
over multiple abscesses (Graph VI). Probably 
the explanation for the higher incidence of left 
lobe involvement and multiple lesions in the col- 
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Graph VI. Incidence of right and left lobe involvement and single and 
multiple lesions in amebic hepatic abscess. 


lected series than in ours lies in the fact that a 
larger number of autopsy cases are included in 
the former than in the latter. Obviously, fatal 
cases coming to autopsy are more likely to have 
extensive hepatic involvement. Moreover, in the 
clinically observed cases, small abscesses may re- 
solve under appropriate therapy and remain un- 
recognized, whereas thorough postmortem ex- 
amination will reveal even these small lesions. 
Characteristically, the amebas are found most 
frequently in the focal area of necrosis during the 
earlier stages of amebic hepatitis. As the process 
progresses into true abscess formation they be- 
come less evident and are more likely to be seen 


in the zone of necrotic tissue surrounding the pe- . 


ripheral margins of the abscess. This probably 
accounts for the difficulty in demonstrating the 
amebas in the “‘pus.” In our experience as well as 
in that reported by others the ameba can be 
demonstrated in the “pus” in from only a fourth 


to a third of the cases (2, 46, 53, 67, 101) (Graph “ 


VII). The lesion is also typically sterile, as shown 
by the fact that bacteria can be demonstrated in 
the “pus” in only a small number of cases (Graph 
VII), and in these they are probably secondary 
invaders (2, 6, 53, 67). Under these circum- 
stances, however, the process assumes a pyogenic 
nature and the disease becomes more serious and 
usually requires a different form of management. 
There is also a change in the appearance of the 
contents of the abscess. In the typical sterile 
amebic hepatic abscess the material has a viscid, 
glary appearance and is yellowish red to chocolate 
brown in color, resembling anchovy sauce or choc- 


ABSCESS STERILE 


olate sauce. Its appearance is so characteristic 
that it may be considered pathognomonic. Once 
the lesions become secondarily infected, however, 
the contents become more purulent and assume a 
greenish or grayish yellow creamy character. 


CLINICAL MANIFESTATIONS 


The clinical manifestations of amebic hepatic 
disease are variable and the onset may range from 
insidious to acute. They may appear during the 
acute phase of intestinal amebiasis or from months 
to years later. They may also develop in patients 
who have never had dysenteric symptoms. This 


BEI D CASES 
YW: AUTHORS CASES 


NUMBER POSITIVE 
NUMBER CASES 


33.9 


26.0 


119 
AMEBA IN Pus 


Graph VII. Incidence of sterile abscess and amebas in 
pus in amebic hepatic abscess. 
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Graph VIII. Incidence of diarrhea in hepatic amebiasis. 


latter fact deserves particular emphasis, for it is 
not sufficiently appreciated. Unfortunately, the 
fallacious impression still exists that diarrhea, 
whether as an antecedent or accompanying mani- 
festation, occurs with significant frequency in 
amebic hepatitis and hepatic abscess. Actually, a 
relatively high proportion of patients will not give 
a history of diarrhea, and for this reason too much 
reliance should not be placed upon its presence. 
This is demonstrated by the fact that both in our 
experience and in that of others, from about a 
third to almost half of the patients had no ante- 
cedent or accompanying diarrhea (110) (Graph 
VIII). It may also be observed that diarrhea or 
dysentery was a symptom at the time of admission 
to the hospital in only 51 (26.9 per cent) of our 189 
patients. In this connection it seems significant 
that this manifestation occurred with about equal 
frequency among the cases of hepatitis and hepatic 
abscess. Thus, among the 70 cases in our most 
recent series in which the presence or absence of 
this manifestation was recorded, it was positive in 
21 (61.8 per cent) of the 34 cases of hepatitis and 
in 24 (66.6 per cent) of the 36 cases of hepatic 
abscess. 

The character of the onset and the duration of 
symptoms in amebic hepatic disease vary con- 
siderably, although it is usually possible to dis- 
tinguish between the acute and chronic forms. It 
is particularly important, as has been emphasized 
repeatedly (64, 67, 68, 70, 80), to recognize the 
early development of amebic hepatitis, since the 
institution of appropriate therapy during this 
early or presuppurative period may prevent pro- 
gression to abscess formation. Generally, in the 
acute form of the disease the clinical picture is 
more characteristic, with manifestations that are 
more distinctive and develop more rapidly than 
in the chronic form. The relative frequency of 
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each type of onset in our series was determined by 
arbitrarily designating cases in which symptoms 
had clearly developed over a period of 3 weeks or 
less as acute, and those in which the duration was 
longer as chronic. On this basis, in our entire 
series of 263 cases, 97 (36.9 per cent) were acute 
and 166 (63.1 per cent) were chronic. In the for- 
mer group the shortest duration was 1 day, with 
an average of about 12 days, whereas in the latter 
group the longest duration was 3 years, with an 
average of about 4.5 months. In our most recent 
group of 82 cases, 46 were diagnosed as amebic 
hepatitis and 36 as amebic hepatic abscess. This 
distinction was made by the demonstration of 
frank ‘“‘pus” in the latter. It should be recognized 
that this differentiation clinically is often difficult, 
if not impossible, since conceivably some of the 
patients diagnosed as having amebic hepatitis 
may have had one or more small abscesses which 
resolved under conservative management. The 
distinction, however, is of practical significance, 
as already indicated. As might be suspected, 
these two stages of hepatic amebiasis are also 
characterized by differences in onset and duration 
of symptoms. In the 46 patients with hepatitis the 
onset was acute (as defined) in 21 (45.6 per cent), 
whereas in the 36 patients with frank abscess it 
was acute in only 8 (22.2 per cent) (Graph IX). 
Among the cases of hepatitis the shortest dura- 
tion of symptoms was 4 days, the longest 15 
months, and the average about 2 months, whereas 
among the cases of abscess these respective figures 
were 4 days, 3 years, and about 5 months. 

In general, the clinical manifestations of hepatic 
amebiasis may be classified into two groups: 
(1) systemic and (2) local. The former is charac- 
terized by fever, loss of weight, weakness, profuse 
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Graph IX. Incidence of acute and chronic onset in 
amebic hepatitis and in amebic hepatic abscess. 
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of authors’ cases. 

sweats and chills, nausea, malaise, and anorexia 
in about this order of frequency (Graph X). Fever 
is usually of a low grade, intermittent or remittent 
character, but it may vary considerably as it de- 
pends upon the onset and the occurrence of sec- 
ondary infection or other complications. It is 
present almost invariably in the early stages or in 
the hepatitis form of the disease, whereas in the 
later stages of uncomplicated abscess, it is not in- 
frequently absent or of a low grade nature. Chills 
and profuse perspiration are also more frequently 
encountered in the acute and subacute forms and 
in those associated with remittent fever or sec- 
ondary infection. Weakness and loss of weight 
develop fairly early but are more apt to be promi- 
nent in advanced cases. Anorexia, nausea, and 
vomiting are more likely to occur in the earlier 
stages of the disease. A peculiar sallowness of the 
skin is not uncommon, especially in patients with 
chronic abscess of long duration, but actual jaun- 
dice occurs in a relatively small proportion of 
patients. In our experience jaundice is encoun- 
tered more frequently in patients with abscess 
formation than in those with hepatitis, the ratio 
being about 1.5 to 1. 

The earliest and most frequently encountered 
local manifestations of hepatic amebiasis are pain 
and tenderness in the right upper quadrant of the 
abdomen in the region of the liver (Graph X). 
The pain is variable in character, ranging from a 
dull, aching discomfort to a sharp, stabbing pain. 
It is usually located directly over the liver but it 
may be especially pronounced anteriorly below 
the right costal margin or less frequently in the 
epigastrium, in the axillary line, or posteriorly 
over the twelfth rib. Sometimes the pain is re- 
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Graph X. Relative frequency of various clinical manifestations in hepatic amebiasis based upon analysis 


ferred to the right shoulder or is more prominent 
in the right lower pulmonary area and is accentu- 
ated by deep breathing. These manifestations are 
more often encountered in amebic hepatic abscess 
than in amebic hepatitis. Thus, in our cases of 
hepatitis prominent pain in the pulmonary area 
or referred to the shoulder occurred in 10.9 per 
cent, whereas among the cases of abscess it was 
present in 30.6 per cent. Shoulder pain was re- 
corded in 16.3 per cent of the entire series. 

Hepatomegaly is another characteristic local 
manifestation which was present in well over 
three-fourths of our patients. Usually the liver 
margin can be readily palpated below the right 
costal arch anteriorly, and on percussion liver 
dullness will be found to extend higher than is 
normal. In some instances difficulty is encoun- 
tered in palpating the liver margin because of the 
acute tenderness and rigidity of the abdominal 
muscles in the upper right quadrant. Manifesta- 
tions of low pleuropulmonary involvement on the 
right side are not uncommon and are usually the 
result of compression of the lower portion of the 
right lung as well as of contiguous inflammatory 
changes (11). These include dullness, diminished 
breath sounds, crepitant rales, friction rub, and 
signs of fluid in the pleural cavity. Such signs 
obviously depend upon the extent of hepatic in- 
volvement but were observed in somewhat less 
than half of our cases. They are more commonly 
encountered in true abscess formation than in 
hepatitis. 


LABORATORY FINDINGS 


The most characteristic laboratory findings in 
amebic hepatic infection are observed in copro- 
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Graph XI. Incidence of amebas in stool in hepatic 
amebiasis. 


logic, hematologic, and roentgenologic studies. 
Considerable variations exist in the reported inci- 
dence of their occurrence, and, as emphasized by 
Faust, this depends to a great extent upon the 
experience of the examiner, the technique em- 
ployed, and the repetition of examination in each 
case. In the collected series (111), amebas were 
found in the stools in 15.4 per cent of the patients, 
whereas in our entire series there was evidence of 
amebas or cysts in the stools of 45 per cent 
(Graph XI). The higher incidence of positive 
stool findings in our series reflects, we believe, the 
greater care and skill with which these examina- 
tions were made, as well as the pronounced in- 
fluence of our Division of Parasitology, which in 
recent years particularly has provided either di- 
rect supervision or actual performance of the 
examination on the Tulane services at the Charity 
Hospital. This is further demonstrated by a com- 
parison of the results of fecal examination between 
the first and the last 10 year series of cases, show- 
ing an almost twofold increase of positive findings 
of ameba in the latter (Graph XI). Analyses of 
the results of fecal examination in our most recent 
series according to the diagnosis of amebic hepa- 
titis or hepatic abscess showed a striking differ- 
ence, somewhat comparable to the observations of 
Sodeman and Lewis (92). Thus, among the 41 
cases of amebic hepatitis in which fecal examina- 
tions were done, amebas were demonstrated in 27 
(66 per cent), whereas among the 34 cases of 
hepatic abscess this finding was recorded in only 
16 (47 per cent). 

As emphasized previously, there is moderate 
leucocytosis in amebic hepatitis and hepatic 
abscess as contrasted with the pronounced leuco- 
cytosis occurring in the pyogenic form of the 
disease (67, 69). Moreover, in the former, char- 
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acteristically, there is no concomitant increase in 
the polymorphonuclear leucocytes. In our entire 
series the average leucocyte count in the acute 
forms was about 16,000, with a range from 5,000 
to 31,500, and in the chronic forms it was about 
13,000, with limits of 2,000 and 23,000. The aver- 
age polymorphonuclear percentages in these two 
forms were about 80 and 75, respectively. A high 
leucocytosis in our experience is suggestive of 
secondary infection. In general, it has also been 
observed that the total leucocyte count is greater 
in abscess than in hepatitis and that anemia is 
more pronounced in the former. Thus, in our 
most recent series the average leucocyte count 
among the cases of hepatitis was 10,788 with a 
polymorphonuclear percentage of 70, whereas 
among the cases of abscess these respective figures 
were 14,166 and 78. The average erythrocyte 
count in the former group was 4,099,210 with a 
hemoglobin percentage of 73, and in the latter 
group these corresponding figures were 3,660,613 
and 67. 

Roentgenography is a particularly useful diag- 
nostic procedure in amebic hepatic infections. 
Characteristically there is observed on fluoroscop- 
ic examination elevation and immobility or re- 
striction of motion of the right leaf of the dia- 
phragm. Because involvement of the liver occurs 
most frequently near the dome and in close con- 
tact with the diaphragm, varying degrees of 
pulmonary and pleural reaction may be observed 
in the right basal area (30, 45, 59). In addition 
to these findings there may be observed, especially 
in true abscess formation, a distinct bulging of the 
diaphragm pointing upward into the lower pul- 
monary field. As previously emphasized (66, 67), 
roentgenography is of value in differentiating 
amebic infections of the liver and subphrenic 
space from those due to other causes. Most 
pyogenic infections of the subphrenic space result 
from an infection in the appendix and are located 
in the right posterosuperior space. Amebic in- 
fections, on the other hand, are located generally 
in the right lobe of the liver and near the dome, 
somewhat more anteriorly than posteriorly. Ac- 
cordingly, the roentgenogram in the latter charac- 
teristically shows, in the anteroposterior view, 
elevation of the medial portion of the right leaf of 
the diaphragm with obliteration of the cardio- 
phrenic angle (Fig. 1a). In the lateral roentgeno- 
gram, elevation is primarily anterior with a ten- 
dency toward obliteration of the anterior costo- 
phrenic angle (Fig. 1b). In pyogenic subphrenic 
infections, on the other hand, there is elevation 
particularly of the lateral portion of the dia- 
phragm in the anteroposterior roentgenogram and 
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Fig. 1. a, Anteroposterior roentgenogram of the chest of 
a patient with amebic hepatic abscess showing character- 
istic elevation of the right leaf of the diaphragm with ob- 
literation of the cardiophrenic angle. 


obliteration of the costophrenic angle with a ten- 
dency toward obliteration of the posterior costo- 
phrenic angle in the lateral roentgenogram. In 
amebic abscess of the left lobe of the liver, which 
is relatively uncommon, these findings are not 
usually apparent and the presence of this type of 
amebic hepatic involvement is difficult to demon- 
strate by ordinary roentgenograms. It is possible, 
however, to demonstrate these lesions roentgeno- 
logically following the ingestion of barium. It has 
been shown that abscesses in this lobe produce 
characteristic pressure deformities on the barium- 
filled stomach (56). The cardia, lesser curvature, 
and duodenal cap are displaced downward and 
the lesser curvature assumes a typical crescentic 
shape (Fig. 2). The value of roentgenography in 
hepatic amebiasis has been repeatedly demon- 
strated by many observers and is supported by 
the high incidence of positive findings in our series. 
Thus, of the 225 cases in which these studies were 
made, 181 (80.5 per cent) gave positive findings. 
As might be expected, the incidence of positive 
roentgenologic signs is much higher in abscess 
than in hepatitis (Graph XII). 
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Fig. 1. b, Lateral roentgenogram showing tendency toward 
obliteration of the anterior costophrenic angle. At aspiration 
goo c.c. of typical chocolate sauce pus were removed from 
the patient. 


As aids in the roentgenologic diagnosis of he- 
patic abscess, various modifications in technique 
have been proposed, including the injection of air 
(10, 20, 44, 100, 107) (Fig. 3) or of an iodized oil 
into the abscess cavity following aspiration, and 
hepatography by means of thorium dioxide (go, 
106) and after pneumoperitoneum (16, 17). None of 
these procedures in our opinion deserves much 
consideration. For one thing, they are rarely 
necessary ; certainly in the great majority of cases 
the ordinary and simpler roentgenographic meth- 
ods along with other diagnostic criteria are ade- 
quate. For another, they may be associated with 
certain objections and even jeopardous effects. In 
an occasional case they may have diagnostic or 
investigational value, but in our opinion they 
need not be employed routinely. 

Another important diagnostic laboratory pro- 
cedure is the specific complement-fixation test 
first described by Craig in 1927. Subsequent in- 
vestigators have fully confirmed its value. The 
high degree of specificity demonstrated by this 
test and the results obtained clearly indicate its 
usefulness as a diagnostic laboratory procedure in 
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Fig. 2. a, Roentgenogram of the abdomen of a patient 
with amebic abscess of the left lobe of the liver showing 


questionable cases of amebiasis and especially in 
amebic hepatitis and hepatic abscess. The test, 
similar to the standard complement-fixation test 
for syphilis with appropriate modifications in the 
antigen, has been described in a number of pre- 
vious publications (22, 23, 79, 99). Unfortunate- 
ly, certain technical problems and difficulties 
have been encountered in its proper performance, 
including the preparation of a potent antigen, 
which have hindered its routine use in the clinical 
laboratory (33, 79). In a recent study of this test 
in 15 cases of amebic involvement of the liver, 
Terry and Bozicevich came to the conclusion that 
in the presence of a clinical picture consistent 
with hepatic amebiasis the test is far more reliable 
than a history of diarrhea, stool findings, or proc- 
toscopic examination, or even than a combination 
of these. They also believed that it had prognostic 
value in determining response to therapy as pre- 
viously indicated by Craig (23). Somewhat simi- 
lar conclusions concerning the diagnostic value of 
this test in hepatic amebiasis were reached by 
Montero and Uribe on the basis of their investiga- 
tions in 54 patients with amebiasis, 10 of whom 
had hepatic involvement. 


INTERNATIONAL ABSTRACTS OF SURGERY 


characteristic pressure deformities on the barium-filled 
stomach. The cardia, lesser curvature of the stomach, 
and duodenal cap are displaced downward and the lesser 
curvature assumes a typical crescentic shape. b, Roent- 
genographic appearance of the barium-filled stomach of the 
same patient observed 6 weeks later, after complete 
recovery of the patient following treatment with emetine 
and the aspiration of about 1,000 cubic centimeters of 
chocolate sauce pus, showing return to normal in the con- 
tour of the stomach. 


In amebic hepatic abscess the demonstration of 
“chocolate sauce” pus following aspiration usually 
establishes the diagnosis, for this type of pus is 
pathognomonic. After considerable experience 
with this method of diagnosis we are convinced 
that it is an innocuous procedure when properly 
performed and that it should be used more-fre- 
quently. The potential dangers of hemorrhage and 
secondary infection may be readily avoided by 
careful technique and by use of preaspiration 
emetine therapy. As emphasized previously, it is 
desirable to administer emetine for several days 
before aspiration is attempted, because in this 
way the acute congestion of the liver associated 
with the acute stage of hepatitis might be de- 
creased. Since it is not always possible to deter- 
mine clinically whether an amebic hepatic ab- 
scess is sterile or contains pyogenic organisms, the 
latter possibility should always be assumed and 
aspiration should be performed in such a manner 
that an uninvolved portion of the peritoneum or 
pleural cavity is not traversed by the aspirating 
needle. Obviously, this is not always possible, but 
the consideration should be kept in mind during 
the attempted aspiration. We believe that aspir- 
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Graph XII. Relative frequency of positive roentgeno- 
logic signs in authors’ cases of amebic hepatitis and amebic 
hepatic abscess. 


ation should always be done in the operating 
room under strictly aseptic precautions. Technical 
considerations of the procedure have been pre- 
sented previously and our experience since then 
has suggested no changes in its performance. 


PROGNOSIS 


The prognosis in hepatic amebiasis is dependent 
upon a number of factors, including particularly 
the relative virulence of the organism and the re- 
sistance of the host, the stage of the infection, and, 
in abscess, the multiplicity of lesions in the liver, 
the presence or absence of complications, the 


presence or absence of secondary infection, and. 


the type of therapy employed. 

The importance of the extent or stage of the 
infection in the prognosis of hepatic amebiasis is 
shown by a comparison of the case fatality rates 
in our cases of simple amebic hepatitis and true 
abscess formation. There were no deaths among 
the former, whereas among the latter the case 
fatality rate was 22.2 per cent (Graph XIII). 
This striking difference in mortality emphasizes 
the importance of recognizing the earlier phases 
of amebic hepatic disease. This was pointed out 
more than 30 years ago by Rogers who described 
it as a “‘presuppurative” stage. Response to sim- 
ple emetine therapy during this stage of the dis- 
ease is often dramatic and almost invariably good. 

In the presence of abscess formation multiple 
lesions have a profoundly serious import. All our 
patients with grossly multiple lesions died, where- 
as the case fatality rate among the patients with 
single lesions was 11 per cent (Graph XIV). It is 
possible, of course, that additional small abscesses 
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in the latter group were missed clinically and re- 
solved without aspiration or drainage. Obviously, 
they were not significant and the fact remains that 
clinically demonstrable multiple lesions are ac- 
companied by a serious prognosis. 

As might be expected, the presence of complica- 
tions also has a grave influence on the prognosis 
of amebic hepatic infections. In our series of 
cases the occurrence of complications increased 
the mortality by about sevenfold (Graph XV). 

The type of therapy is also of particular im- 
portance in the prognosis of amebic hepatic in- 
fection. The fact demonstrated previously, that 
the majority of amebic hepatic abscesses are 
sterile, is extremely significant in the prognosis 
and therapy of the condition, for once they be- 
come secondarily infected, their characteristics 
change radically from both these points of view. 
Considerable differences exist between the rela- 
tively benign and generally limiting features of the 
purely amebic lesion and the rapidly invasive and 
usually septic type of pyogenic lesion of the liver. 
This is demonstrated in our most recent series of 
cases by the striking difference in mortality of the 
group with sterile abscesses as compared with 
es having secondarily infected abscess (Graph 
XVI). 

In this connection it has been suggested that 
with the use of sulfonamides and penicillin (13, 
40, 44, 47, 63, 103) along with emetine, closed 
drainage may be employed despite the presence of 
secondary infection. Our experience with this 
form of therapy does not seem to confirm these 
observations. Of 7 patients with secondary in- 
fection in our most recent series in which these 
agents were used, 5 eventually required open 
drainage and the other 2 patients, in whom drain- 
age was not employed, died. Although actual 
sensitivity studies were not made, the pyogenic 
organisms in most of these cases were of the type 
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Graph XIII. Mortality in authors’ cases of amebic 
hepatitis and amebic hepatic abscess. 
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Graph XIV. Case fatality rates for multiple and single 
lesions in authors’ cases of amebic hepatic abscess. 


that are generally considered responsive to one or 
both of these agents. Siguier and his coworkers 
also reported poor results in a case of hepatic 
amebiasis with secondary infection following com- 
bined emetine-conessine-penicillin treatment, al- 
though a good response followed the use of eme- 
tine and streptomycin. Van Steenis was also 
doubtful of the effectiveness of these agents. It is 
our belief that these antibiotic agents are of value 
in the presence of secondary infection in pre- 
venting systemic invasion and limiting the exten- 
sion of the process, but in most instances adequate 
drainage will be necessary. 

The importance of the type of therapy em- 
ployed in amebic hepatic infections has been re- 
peatedly emphasized. The superiority of con- 
servative management with emetine and with or 
without aspiration, depending on the presence or 
absence of abscess formation, was clearly demon- 
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Graph XVI. Mortality in authors’ cases of amebic 
hepatic abscess according to presence or absence of second- 
ary infection. 


ABSCESS 
STERILE 


INTERNATIONAL ABSTRACTS OF SURGERY 


‘ 
sor 
42.9 
40 f+ 
30 
NUMBER OF DEATHS 
NUMBER OF CASES 
20 
10 
6.8 
4 
56 206 
WITH WITHOUT 


COMPLICATIONS COMPLICATIONS 


Graph XV. Mortality in authors’ cases of hepatic 
cnneiiaie according to presence or absence of complica- 
tions. 


strated more than 30 years ago by Rogers and is 
no less true today. Avoidance of secondary infec- 
tion whenever possible is highly important, as has 
been demonstrated. For this reason evacuation of 
an amebic hepatic abscess by aspiration is prefer- 
able to open drainage so long as the abscess is 
sterile, since in this way sterility may be main- 
tained. Open drainage should be resorted to only 
after it has been demonstrated that the abscess 
has become secondarily infected. The contrasting 
mortality following these two methods of manage- 
ment in amebic hepatic infection is readily demon- 
strated in our own experience as well as in that of 
others (2, 6, 50, 67, 76, 90) (Graph XVII). The 
importance of conservative therapy is further 
demonstrated by its correlation with the case 
fatality rates in the four series of cases studied by 
us: as the employment of conservative therapy 
increased, the mortality consistently decreased 
(Graph XVIII). 
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Graph XVII. Mortality in amebic hepatic abscess 
according to type of therapy. 
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The type of operation employed in the cases in 
which open drainage is indicated also has a pro- 
nounced influence upon the mortality. Since 
these cases are usually secondarily infected, the 
contents of the abscess must be considered pyo- 
genic. Accordingly, institution of that type of 
drainage which completely avoids the slightest pos- 
sibility of contamination of the two virgin serous 
cavities, the pleural and peritoneal, becomes an 
absolute desideratum. The importance of this is 
demonstrated by the results obtained in our series 
of cases in which open drainage was used. The 
mortality following transpleural and transperi- 
toneal drainage was approximately four to five 
times greater than that following extraserous 
drainage (Graph XIX). 


TREATMENT 


With increasing experience, our conviction has 
been strengthened that the most efficacious treat- 
ment of amebic hepatic infection is primarily con- 
servative. During the stages of simple amebic 
hepatitis, treatment consisting in the administra- 
tion of emetine is usually sufficient to effect cure. 
As previously emphasized, herein lies the im- 
portance of early recognition of amebic hepatitis, 
for the institution of such simple therapy during 
this presuppurative stage usually prevents pro- 
gression to abscess formation. The commonly em- 
ployed amebacides which effectively control ame- 
bic infection of the bowel are of little or no value 
in the treatment of amebic hepatic infection; 
their usefulness lies in subsequent eradication of 
the amebic infection of the bowel. The drug is 
preferably administered subcutaneously or intra- 
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Graph XVIII. Comparative incidence of conservative 
therapy and case fatality rates during 20 year period of 
study in authors’ four series of hepatic amebiasis, showing 
that mortality has steadily decreased as the incidence of 
employing conservative therapy has increased. 


muscularly as emetine hydrochloride in doses of 
0.065 gm. (1 grain) daily until 0.39 to 0.65 gm. 
(6 to 10 grains) has been given.. Occasionally 
it may be necessary to repeat this course of treat- 
ment. Since emetine is essentially a protoplasmic 
poison with an apparent selective action on mus- 
cle, there is danger in administering the drug in 
excessive dosage or over prolonged periods, par- 
ticularly in its effect on the cardiac musculature. 
For this reason care should be exercised in its use. 
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Graph XIX. Mortality in authors’ cases of amebic hepatic abscess 


according to type of drainage. 
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a (Legends on opposite page). b 


With the administration of the drug as already 
outlined, clinical manifestations of its toxicity are 
encountered only rarely, according to our exper- 
ience. Following completion of the therapy with 
emetine for hepatic amebiasis, a full course of 
therapy with one of the intestinal amebacides 
such as chiniofon or diodoquin should be admin- 
istered. This should be done even though amebas 
cannot be demonstrated in the stool, for intestinal 
amebiasis should be assumed to exist once the 
diagnosis of amebic hepatitis or amebic hepatic 
abscess has been made. 

In cases in which clinical manifestations persist 
after the administration of emetine, or in which 
there is good evidence of hepatic abscess, aspir- 
ation is indicated. Even in cases in which the 
diagnosis of abscess is made at the outset it is 
important to administer emetine for several days 
preceding aspiration. As stated previously, the 
procedure of aspiration should be done in the op- 
erating room under strictly aseptic precautions. 
As much as possible of the material from the 
cavity should be removed; this varies consider- 
ably in different cases, from a few hundred cubic 
centimeters up to as much as 3 liters. It is not 
necessary or desirable to inject an amebacide into 


the cavity following aspiration. Occasionally 
more than one aspiration is necessary and rarely 
as many as five or six. 

In cases in which the abscess has become secon- 
darily infected, as demonstrated by smear and 
culture, open drainage is usually necessary. As 
already discussed, reports have appeared sug- 
gesting that by the use of chemotherapy, sul- 
fonamides, and penicillin, closed drainage may be 
employed successfully, even in the presence of 
secondary infection. Whereas we agree that it is 
desirable to use these chemotherapeutic agents to 
control the infectious process, we are rather dubi- 
ous of their efficacy in avoiding open drainage on 
the basis of our experience. The procedure of open 
drainage should be performed in such a way as to 
prevent contamination of uninvolved serous mem- 
branes. If the abscess is located anteriorly, this 
can be done extraperitoneally by making an 
incision just beneath the costal margin and ap- 
proaching the abscess extraperitoneally. If it is 
posterior, the retroperitoneal operation previously 
described by us should be used. 

Because of the powerful amebacidal action of 
emetine and its high concentration in the liver (at 
least in animals (36, 73, 74) and presumably in 
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. d 
Fig. 3. a, Anteroposterior roentgenogram of a patient 
with amebic hepatic abscess showing characteristic eleva- 
tion of the right leaf of the diaphragm with obliteration of 
the cardiophrenic angle and increased density in the right 
basal area immediately over the diaphragm, reflecting a 
moderate degree of pleural and pulmonary reaction. 
b, Anteroposterior and c, lateral roentgenograms of the 
same patient taken immediately after the aspiration of 
about 500 c.c. of chocolate sauce pus with air replacement, 
showing an abscess cavity lying in the right lobe of the liver 
near the dome anteriorly. d, Anteroposterior roentgeno- 
gram of the same patient taken a little over 3 months later, 
after complete recovery following aspiration and emetine 
therapy, showing return to normal in the contour of the 
diaphragm but with still some “blunting” of the cardio- 
phrenic angle, and e, lateral view showing “blunting” of 
the anterior costophrenic angle. 


man), it has long been considered the drug par 
excellence in hepatic amebiasis. It must be recog- 
nized, however, that there are certain disadvan- 
tages associated with its use. Since it is essentially 
a protoplasmic poison with an apparent selective 
affinity for muscle, there is some danger especially 
to the cardiac musculature in administering the 
drug in excessive dosage or over prolonged 
periods. For this reason care must be exercised in 
administering the drug and the patients should be 
under close observation, preferably in the hos- 
pital. This is a disadvantage in mild forms of e 
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hepatitis or subclinical hepatic involvement, since 
they could otherwise be managed on an ambula- 
tory regimen. Moreover, a certain number of 
cases of hepatic amebiasis will prove to be refrac- 
tory to even repeated courses of emetine. Finally, 
emetine does not destroy the cysts except in 
dosages which cannot be administered safely and 
it is therefore not an effective agent in controlling 
residual intestinal infestation. For these reasons 
an effort has been made to find a substitute for 
emetine which would be free of these disadvan- 
tages. 

Studies of several agents, including particularly 
chloroquine and aureomycin, have recently pro- 
vided encouraging results in this direction. Chlo- 
roquine (7-chloro-4-[4 diethylamino-1-methyl bu- 
tylamino] quinoline) is one of the nontoxic, highly 
active compounds of the four aminoquinoline 
series disclosed by the wartime antimalarial drug 
research program. On the basis that its antiplas- 
modial activity may extend to other pathogenic 
protozoa and because of its high concentration in 
the livef&&\(some 500 times its plasma concentra- 
tion) and its almost complete absorption from the 
gastrointestinal tract (5), Conan, in 1948, inves- 
tigated its therapeutic efficacy in 32 patients with 
intestinal amebiasis and 7 patients with hepatic 
amebiasis. Symptomatic and parasitologic cure 
was obtained in 17 of the former group and in all 
of the latter. Since then several reports have ap- 
peared confirming these observations with appar- 
ent cures in cases of amebic hepatic abscess that 
were refractory to emetine (3, 32, 41, 54, 60). The 
drug is administered orally as chloroquine diphos- 
phate, 1 gm. daily for several days followed by 
0.5 gm. daily for several weeks. No serious toxic 
symptoms and signs have been observed even 
after repeated courses of therapy, although minor 
toxic manifestations such as mild and transient 
headaches, pruritus, disturbances of visual ac- 
commodations, and gastrointestinal complaints 
are occasionally noted. 

Our experience with chloroquine in amebic 
hepatic abscess is limited to only a few cases and 
although apparent cures were eventually obtained, 
it seems desirable to point out that in 1 case 
repeated aspirations and four courses of therapy 
over a period of about 5 months were required 
before the recurrences were effectively arrested. 

The amebacidal activity of some of the anti- 
biotics has also been investigated, but neither 
penicillin nor streptomycin alone has proved 
effective. The studies of Seneca, Henderson, and 
Harvey, however, suggest that the combination of 
these two agents may have therapeutic usefulness. 
Perhaps the most promising of these agents is 
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aureomycin. According to McVay, Laird, and 
Sprunt, symptomatic and parasitologic cure was 
obtained in 11 cases of intestinal amebiasis with 
this agent. These authors believe that the high 
blood levels obtained suggest that aureomycin 
may also be effective in extraintestinal amebic in- 
fections such as hepatic amebiasis. We have used 
aureomycin in only 1 case of amebic hepatic 
abscess, in which aspiration of the abscess was 
also performed with the removal of about 700 c. c. 
of typical chocolate sauce “‘pus”’ that was sterile. 
The response to this form of treatment was quite 
impressive with prompt subsidence of the clinical 
manifestations and the return of temperature to 
normal within a few days after the institution of 
therapy. There was also prompt disappearance of 
amebas from the stools and there has been no evi- 
dence of recurrence during 4 months of observa- 
tion. It would appear from these observations 
that both chloroquine and aureomycin are highly 
useful additions to the therapeutic armamentari- 
um of hepatic amebiasis. 


COMPLICATIONS 


The most important complications of amebic 
hepatic infection are secondary infection with 
pyogenic organisms, direct extension, or rupture 
of the abscess into one of the adjacent viscera or 
serous cavities, and thrombosis and embolism. 
The incidence of these complications varies ac- 
cording to different reports; they almost invari- 
ably occur as an accompaniment of abscess forma- 
tion and consequently of the later stages of an 
amebic hepatic infection. This further empha- 
sizes the importance of early recognition of an 
amebic hepatic infection, for with appropriate 
therapy during the early presuppurative stage of 
the process, i.e., in amebic hepatitis, these com- 
plications will rarely occur. 

As already stated, true amebic hepatic ab- 
scesses are characteristically bacteriologically 
sterile, and when pyogenic organisms are demon- 
strable, they are probably secondary invaders. 
Under these circumstances, however, there is 
usually a change both in the character of the ab- 
scess contents and in the clinical manifestations. 
The typical “chocolate sauce” pus becomes more 
purulent, assuming a greenish or grayish yellow 
creamy color, and may be malodorous. The clin- 
ical manifestations become more severe and pro- 
nounced with higher, usually spiking, fever and 
leucocytosis. The pyogenic organisms most com- 
monly found are the streptococci and staphylo- 
cocci although other forms, such as pneumococci, 
enterococci, and colon bacilli, may also be ob- 
served. The incidence of secondary infection 
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Graph XX. Incidence of various complications in authors’ cases of amebic 


hepatic abscess. 


varies according to different reports but generally 
ranges between 10 and 20 per cent (2, 6, 53, 67). 
In our series of 122 cases of amebic hepatic ab- 
scess in which these examinations were recorded, 
there were 27 (22.1 per cent) in which secondary 
infection was present (Graph XX). As might be 
expected, the prognosis is definitely worse once 
secondary infection has occurred. This is illus- 
trated by the comparison of the case fatality rates 
in our most recent series of cases with and without 
secondary infection. Thus, among 13 patients in 
whom secondary infection occurred, there were 6 
(46.1 per cent) deaths, whereas among 18 patients 
in whom no secondary infection was present, there 
were only 2 (11.1 per cent) deaths. It is our belief 
that although vigorous chemotherapy should be 
employed in the treatment of these patients, ad- 
equate and prompt open drainage is usually nec- 
essary. 

The next most frequent complication is pleuro- 
pulmonary involvement; usually it represents a 
rupture or direct extension of the hepatic abscess 
through the diaphragm, although occasionally it 
may be due to systemic invasion. In a previous 
publication (65) we classified pleuropulmonary 
amebic infections into five types, according to 
their gross pathologic characteristics: (1) hema- 
togenous pulmonary abscess without hepatic in- 
volvement, (2) hematogenous pulmonary abscess 
and independent hepatic abscess, (3) pulmonary 
abscess extending from hepatic abscess, (4) bron- 
chohepatic fistula, and (5) empyema extending 
from a hepatic abscess. Only the last three types 
have been observed in our experience. 

Although convincing evidence (14, 21, 37, 87, 
105) has been provided to show that pleuropul- 
monary amebiasis may result from systemic inva- 
sion by the ameba, most observers are in agree- 


ment that it is most commonly the result of direct 
extension from an amebic hepatic abscess and 
usually follows perforation through the diaphragm 
or occasionally transphrenic migration by way of 
the lymphatics. The occurrence of these compli- 
cations probably depends upon several factors, 
including particularly the virulence of the infec- 
tion, the resistance of the host, and the location 
of the process in the liver. Since most amebic 
hepatic abscesses are located near the convex sur- 
face and in the posterior portion of the right lobe 
of the liver, the adjacent diaphragm is readily in- 
vaded and incorporated by the abscess as it pro- 
gresses and enlarges, which permits extension into 
the thoracic cavity. Probably depending upon 
the acuteness or chronicity of the process, the ab- 
scess may rupture into the base of the right lung 
or into the pleural cavity. With a slowly develop- 
ing abscess sufficient adhesions may be produced 
to obliterate the pleural cavity, which allows the 
abscess to rupture into the lung. With a more 
rapidly progressing abscess the preceding pleural 
reaction may not be sufficiently extensive to pro- 
duce obliterating adhesions, so that the abscess 
ruptures into the pleural cavity. Following rup- 
ture into the pulmonary parenchyma a bronchial 
fistula may be produced, which permits evacua- 
tion of the contents of the abscess by coughing. 
Since none of these complications has occurred 
in simple amebic hepatitis, their incidence is re- 
lated only to the cases of true abscess. Among our 
176 cases of amebic hepatic abscess there were 35 
(19.9 per cent) with pleuropulmonary complica- 
tions (Graph XX). Of these 35 cases, 14 (40 per 
cent) were primarily pleural complications with 
empyema; the remaining 21 were essentially pul- 
monary complications, of which 11 (31.4 per cent) 
were bronchohepatic fistulas and 10 (28.5 per 
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Graph XXI. Mortality in various forms of pleuropulmonary compli- 
cations of amebic hepatic abscess in authors’ series. 


cent) pulmonary abscesses communicating with 
the hepatic abscess. 

Although there is some variation in the clinical 
manifestations of these pleuropulmonary compli- 
cations, characteristically they are associated with 
pain in the right lower region of the chest, fre- 
quently radiating to the right shoulder, an annoy- 
ing unproductive cough, a slight or moderate de- 
gree of dyspnea, and the common manifestations 
of amebic hepatic abscess, which usually become 
more pronounced as the abscess encroaches upon 


~ the chest. In some instances it will be observed 


that these symptoms suddenly become more 
prominent, and the patient begins to cough up 
large quantities of purulent material having a 
chocolate sauce appearance, which establishes the 
presence of a hepatobronchial fistula. The thorac- 
ic signs are usually characteristic of consolidation 
or cavitation especially in the lower right pul- 
monary area. Roentgenographic examination is 
particularly helpful in the diagnosis of these com- 
plications. In addition to the fluoroscopic demon- 
stration of elevation and immobilization of the 
diaphragm, there is usually observed an increased 
density in the lower right pulmonary field, and in 
both the anteroposterior and lateral roentgeno- 
grams a triangular shadow extending upward 
from the liver toward the hilum of the lung may 
be visualized. With rupture of the abscess into 
the pleural cavity the roentgenographic picture is 
that of pleural effusion or empyema. Roentgeno- 
graphic visualization of a bronchohepatic fistula 
may be done by the introduction of iodized oil 
into the trachea. 

The prognosis in these complications depends 
upon several factors, including particularly the 
nature of the process and the type of therapy em- 


ployed. The most serious form is that associated 
with empyema, whereas in the type with broncho- 
hepatic fistula the prognosis is good (Graph XXI). 
The importance of emetine therapy for the prog- 
nosis is shown by the contrasting case fatality 
rates among the patients receiving this drug and 
those not receiving it. Thus, among the 14 pa- 
tients who did not receive emetine there were 10 
(76.4 per cent) deaths, whereas among the 21 

, patients receiving emetine there were only 3 (14.3 
per cent) deaths. 

Treatment of these complications is determined 
by the type of involvement and the presence or 
absence of secondary infection. Emetine should, 
of course, be used in all cases. In the broncho- 
hepatic fistula type, conservative therapy, con- 
sisting of emetine administration and postural 
drainage, is usually adequate. All our patients 
treated in this manner recovered. Conservative 
therapy with aspiration of the hepatic abscess and 
pleural effusion should also be used in the other 
types unless secondary infection has occurred. In 
the latter circumstances open drainage should be 
employed. Recently Shaw has directed attention 
to the value of more definitive surgical therapy in 
certain forms of pleuropulmonary complications 
of amebic hepatic abscess, including particularly 
empyema that does not respond satisfactorily to 
repeated aspiration, persistent bronchobiliary fis- 
tula, and chronic pulmonary abscess. Under these 
circumstances, he believes that more effective 
therapy can be obtained by thoracotomy with re- 
moval of the products of infection, including de- 
cortication of the lung and diaphragm and resec- 
tion of the involved portion of the lung, and he 
reports several cases successfully managed by this 
means. 
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The next most frequent complication of amebic 
hepatic abscess is rupture into the peritoneal cav- 
ity. Its incidence varies somewhat according to 
different reports. In a previously collected series 
of more than 1,000 cases this incidence was 6 per 
cent (67). In our series of 176 cases there were 16 
(9 per cent) with this complication, comprising 
about a third of all the hepatic abscesses that rup- 
tured. This is a particularly serious complication, 
as the condition usually represents a well ad- 
vanced process. The mortality in our series was 
75 per cent. The prognosis depends, however, 
upon the type of development, i.e., whether there 
is localized or generalized peritonitis with exten- 
sion of the abscess into the peritoneal cavity. 
With gradual progression of the abscess, usually 
along the inferior surface of the liver, and stimula- 
tion of peritoneal adhesions, the process becomes 
walled off with the formation of localized perito- 
nitis. If, on the other hand, there is rapid exten- 
sion of the abscess, particularly if secondary infec- 
tion occurs, perforation and rupture of the abscess 
may occur into a virgin peritoneal cavity and 
produce generalized peritonitis. Under these cir- 
cumstances the manifestations are more acute 
and severe than in the former type of process and 
the condition is far more serious. This is shown by 
the results in our series. None of the 4 patients 
with localized peritonitis died, whereas all 12 with 
generalized peritonitis died. Emetine should al- 
ways be employed in the treatment of these pa- 
tients, and in the majority of cases open drainage 
is usually necessary because of the presence of 
secondary infection. This was true for all of our 
cases of localized peritonitis; in the others the 
patients died soon after the onset of generalized 
peritonitis. 

Rupture of an amebic hepatic abscess into the 
pericardial cavity is a relatively rare complication 
but has been reported by several observers (29, 
42, 49, 75, 89). It was found in only 1 of 84 cases 
reported by Reddy and Thangavelu and 3 of 150 
cases recorded by Huard and Meyer-May. There 
was only 1 case in our series (Graph XX). It 
usually follows abscess of the left lobe of the liver 
and is characterized clinically by sudden mani- 
festations of pyopericardium and collapse. A few 
cases have been reported in which the underlying 
hepatic infection has produced an associated peri- 
carditis rather than a rupture into the pericardium 
(31, 51), and these have responded satisfactorily 
to treatment. However, most of the reported 
cases of true perforation, including our case, have 
terminated fatally. 

Other unusual complications, none of which oc- 
curred in our series, include rupture of the abscess 
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into the gastrointestinal tract (12, 75), into the 
biliary tract (4, 21), into the portal vein and in- 
ferior vena cava and through the abdominal wall 
(101), and extension to the spleen and kidneys 
(25). Still another rare complication is cerebral 
abscess which is considered the result of blood- 
borne infection but which is often preceded by 
hepatic and pleuropulmonary involvement. In 
1944 Halpert and Ashley reviewed the literature 
on this subject and found that only 5 cases, in- 
cluding their own case, of the 61 reported up to 
that time were not associated with either hepatic 
or pulmonary involvement. Since then at least 6 
cases have been reported, of which all but 2 were 
associated with hepatic or pleuropulmonary in- 
volvement (24, 61, 83, 88, 94, 102). The prognosis 
is extremely grave, as evidenced by the fatal ter- 
mination of all reported cases, with the possible 
exception of the recent case of Collard and Ken- 
dall in which the diagnosis of cerebral amebiasis 
was based essentially on the “dramatic response 
to emetine.”” Since these complications usually 
represent far advanced and often neglected stages 
of the disease, it is heartening to observe fewer 
reports of such instances in the recent literature 
than in the past. 


SUMMARY 


1. This study is based upon an analysis of 263 
patients with hepatic amebiasis admitted to the 
Charity Hospital and the Touro Infirmary during 
the 20 year period ending in 1947, and a review 
of the literature. 

2. Ina collected series of 5,250 autopsy cases of 
amebiasis the incidence of hepatic involvement 
ranged from 7.6 per cent to 84.4 per cent, with an 
average of 36.6 per cent. These respective figures 
in a collected series of 16,582 clinical cases of 
amebiasis were less than 1 per cent, about 25 per 
cent, and 8.1 per cent. The incidence of hepatic 
involvement in our entire series of 1,923 cases of 
amebiasis was 11.1 per cent, but during the first 
10 year period it was 17.4 per cent, whereas during 
the second 10 year period it dropped to 7.7 per 
cent. This recent decrease in the occurrence of 
hepatic involvement assumes greater significance 
in light of the fact that the incidence of intestinal 
amebiasis among total admissions during the lat- 
ter period has increased almost twofold. 

3. There is a predominance of the male sex 
among the patients with hepatic amebiasis, the 
figures being 93.4 per cent in 2,522 collected cases 
and 84 per cent in our 263 cases. 

4. Hepatic amebiasis occurs most frequently 
during adult life, with the highest incidence in the 
third, fourth, and fifth decades. In our series 
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about 75 per cent of the patients were in these 
decades, the youngest patient being 6 years of age 
and the oldest 72 years. 

5. No significant racial incidence was found in 
our cases so far as the white and colored races are 
concerned. 

6. Hepatic amebiasis is produced by the inva- 
sion of amebas from the colon by way of the portal 
vein. The infection depends probably upon sev- 
eral extrinsic as well as intrinsic factors including 
particularly the virulence of the particular strain 
of ameba and the susceptibility of the host. Per- 
haps the two most significant factors in the devel- 
opment of hepatic amebiasis are: (1) the produc- 
tion by the amebas of intrahepatic portal throm- 
bosis and infarction, and (2) the cytolytic activity 
of the ameba. Depending upon a number of fac- 
tors in the earliest phases of amebic hepatitis, a 
balance exists between progression toward sup- 
puration and regression toward healing. During 
this early period, if untreated, the process may 
progress to liquefaction necrosis, whereas with 
early recognition and prompt therapy complete 
restitution is possible. 

7. Although variations exist in the location and 
number of amebic hepatic abscesses, character- 
istically they are single and occur in the right lobe. 
A single abscess was recorded in 65.1 per cent of 
1,686 collected cases and right lobe involvement 
occurred in 85.4 per cent of 2,347 collected cases. 
These respective figures in our series were 89 per 
cent and 96 per cent. 

8. Characteristically, the pus in amebic hepatic 
abscess is bacteriologically sterile and the amebas 
are demonstrable in from a fourth to a third of the 
cases. Sterile abscesses were recorded in 87.7 per 
cent of 864 collected cases and in 77.9 per cent of 
our cases. Amebas were found in the pus in 33.9 
per cent of 1,125 collected cases and in 26 per 
cent of our cases. 

g. The most common clinical manifestations 
are pain and tenderness over the hepatic area, 
fever, hepatomegaly, weight loss, and weakness. 
Diarrhea, either as an antecedent or accompany- 
ing manifestation, occurs in about two-thirds of 
the cases. An acute onset is more frequently ob- 
served in hepatitis than in abscess. 

1o. Amebas were found in the stools in about 
45 per cent of our cases and in 15.4 per cent of 
4,445 collected cases. A much higher incidence of 
positive stools was found in our cases of hepatitis 


than in those of abscess, the respective figures 


being 66 per cent and 47 per cent. 

11. The leucocyte count appears to be higher in 
amebic hepatic abscess than in hepatitis, the aver- 
age count in the former being 14,166 with a poly- 
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morphonuclear percentage of 78, and in the latter, 
10,788 and 70, respectively. 

12. Roentgenography is a particularly useful 
diagnostic procedure in hepatic amebiasis and 
especially in hepatic abscess. Positive roentgeno- 
logic signs were present in 50 per cent of the cases 
of hepatitis and in 84.8 per cent of the cases of 
abscess. 

13. The prognosis in hepatic amebiasis depends 
upon a number of factors including particularly 
the relative virulence of the organism and resist- 
ance of the host, the stage of the infection, the 
number of lesions, the occurrence of complica- 
tions, and the type of therapy. In our cases of 
true abscess formation the mortality was 22.2 per 
cent, whereas there were no deaths among our 
cases of amebic hepatitis. Death occurred in all 
cases of multiple abscesses, while in those of single 
abscess the mortality was 11 per cent. The sig- 
nificance of complications is shown by the fact 
that the mortality was 42.9 per cent when they 
were present and 6.8 per cent when they were ab- 
sent. The gravity of secondary infection is dem- 
onstrated by the fact that the mortality was 5.5 
per cent among the cases of sterile abscess and 40 
per cent among those of secondary infection. The 
superiority of conservative therapy consisting of 
emetine, with or without aspiration, depending on 
the occurrence of abscess formation, is demon- 
strated by the striking difference in the mortality 
following this form of management and that fol- 
lowing open operation. In the collected series the 
case fatality rate following the former method was 
5.4 per cent, whereas following the latter it was 
43 per cent. In our cases these respective figures 
were 4 per cent and 22.2 per cent. A further 
analysis of our cases revealed that as the incidence 
of conservative therapy increased during the peri- 
od covered by this study the mortality steadily 
decreased. Open operation is usually indicated in 
cases in which the abscess has become secondarily 
infected. Under these circumstances it is impor- 
tant to employ a type of drainage which avoids 
contamination of the uninvolved serous cavity. 
For this purpose the extraperitoneal approach is 
most desirable. This is demonstrated by the fact 
that in our cases it was associated with a mortality 
of 5.9 per cent as compared with the mortality 
figures of 34.6 per cent and 29.6 per cent for the 
transpleural and transperitoneal approaches re- 
spectively. 

14. In the treatment of hepatic amebiasis, 
emetine has long been considered the drug of 
choice. There are, however, certain disadvan- 
tages associated with its use, which have made it 
desirable to seek a substitute. Recently two new 
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agents, chloroquine and aureomycin, with thera- 
peutic results that are highly encouraging, have 
been proposed for this purpose. Experience with 
these agents, however, as compared to that with 
emetine, is yet too limited to establish their value. 

15. The most frequent complications of hepatic 
amebiasis are secondary infection, pleuropulmo- 
nary involvement, and peritonitis. Their respec- 
tive incidences in our cases were 22.1 per cent, 
19.9 per cent, and g per cent. They are usually 
serious complications as shown by the fact that 
their respective case fatality rates were 40 per 
cent, 37.1 per cent, and 75 per cent. 
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Complete Scalp Avulsion: Rational Treatment. Re- 
port of Cases: Experimental Basis for Produc- 
tion of Free, Hair-Bearing Grafts from Avulsed 
Scalp Itself. Metvin P. Osporne. Ann. Surg., 
1950, 132: 198. 

In cases in which the scalp has been completely 
avulsed down to the pericranium, the scalp cannot be 
replaced and expected to reattach itself. The best 
way to cover the defect, when pedicled flaps cannot 
be used, is to cover the denuded area with skin 
grafts. Avulsed scalp can serve as a source for split 
grafts. It should be stored in ice water to lower the 
metabolic processes and prolong its period of utility. 
After proper attention to the blood loss and anti- 
bacterial measures, the split skin grafts are applied 
under local anesthesia and sutured in place with 
stainless steel wire. The sooner this is done after in- 
jury, the better the chance that the graft will attach 
well. 

The technique of obtaining free hair-bearing skin 
grafts by the “split split”’ method is described. Skin 
thickness of from .025 to .o5o inch is best. The ex- 
periments for this technique were done on young pigs 
and are well described. A case in which this tech- 
nique was used is reported. 

Rosert L. Craic, M.D. 


EYE 


The Water-Drinking Test. Wotrcanc LEYDHECKER. 
Brit. J. Ophth., 1950, 34: 457. 

Water-drinking as a provocative test for glaucoma 
was introduced by Schmidt in 1928. In the clinical 
test, treatment with miotics is stopped for at least 
24 hours and breakfast is omitted on the morning of 
the examination. The tension is taken twice before 
the test at an interval of 30 minutes, to check the 
spontaneous variability of the individual’s tension. 
The patient is then given 1,000 c.c. of water to drink 
in 5 minutes; and the tension is taken at 15, 25, 35, 
and 50 minutes after the start of the drinking test. 
A rise of less than 6 mm. mercury is considered 
negative, but a definite opinion is deferred until the 
test is repeated on another day. In the typical 
positive case the ocular tension reaches a peak in 20 
to 35 minutes and maintains its maximum value not ’ 
longer than ro minutes. 

The water-drinking test on 42 patients with 
primary glaucoma studied at the Institute of 
Ophthalmology, University of London, resulted in 
approximately a 75 per cent incidence of positive 
results regardless of whether the glaucoma was sim- 
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ple or congestive, or whether the angle was narrow 
or wide. The ocular tension curve was independent 
of variations in diuresis, but closely followed the 
changes in the electrical resistance of the serum. 
This proves that the rise of ocular tension in the 
water-drinking test is caused by the osmotic changes 
of the blood. A normal eye compensates for the 
inflow of fluid by an increased cuflow of aqueous, 
but in a glaucomatous eye the outflow of aqueous is 
evidently hampered. James E. LEBENSOHN, M.D. 


Ewing’s Tumor of the Orbit. Report of 2 Cases. 
FRED HARBERT and GEorGE L. Tazor, Jr. Am. J. 
Ophth., 1950, 33: 1219. 

Two cases of Ewing’s tumor involving the orbit 
are reported, apparently for the first time. The term, 
Ewing’s tumor, is used to describe the clinical entity 
of a highly radiosensitive primary tumor of bone 
showing no true osteogenesis. 

One of these cases was primary in the orbit with 
a rapidly fatal termination in spite of dramatic 
immediate improvement with radiation therapy. 
The other case was secondary in the orbit with 
complete replacement of osteolytic defects by normal 
cancellous bone following x-ray therapy and with free- 
dom from recurrence after 3 years and 5 months. 

Ewing’s tumor comprises ro to 15 per cent of 
malignant tumors of bone. It characteristically 
occurs in early life, usually in the second decade, is 
more frequent in males, and is usually first noted in 
long bones, particularly the femur. The skull as a 
primary site has been reported in the orbit. Early 
metastasis to the lungs is unusual in contrast with 
osteogenic sarcoma. 

The earliest symptom is usually pain, intermittent 
in character, and more severe at night. Fever and 
leucocytosis are often present at the onset while 
x-ray findings are still negative. For this reason 
osteomyelitis is most often suspected at this time. 

The x-ray findings are not typical; they are those 
of an osteolytic lesion of the marrow spaces with 
reactive periosteal bone formation producing an 
“onion peel’’ effect. 

The tumor readily breaks through the periosteum 
and freely invades adjacent tissues. Pain is probably 
present only while the tumor is confined by, and is 
stretching, the periosteum. At biopsy, a highly 
vascular dark red or grayish tissue of variable con- 
sistency is found which may grossly resemble gran- 
ulation tissue. Necrosis is often found histologically 
and may account for the frequently observed varia- 
tion in the size of the tumor during its course. 

In the differential diagnosis, osteomyelitis or peri- 
ostitis is most likely to be suspected if the case is 
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seen early. After the disease has lasted some time, 
other primary tumors of bone, neuroblastoma, and 
bony metastatic lesions must be considered. 

The prognosis in Ewing’s tumor is considered 
inversely proportional to the degree of elaboration of 
reticulum; it is generally poor. Average life expec- 
tancy is 1 to 3 years but the diagnosis is seldom made 
until a year after the onset of symptoms. In rapidly 
fatal cases, death may occur within 6 months from 
the onset of symptoms. With radiation therapy, ro 
per cent of the patients attain a cure of up to 5 years. 

MicuHeEt Loutratian, M.D. 


Modern Management of Ocular Infections. Joun G. 
Bettows. Am: J. Ophth., 1950, 33: 909. 


The principles of ocular chemotherapy involve at- 
tack of the organism with the correct type of am- 
munition and delivering large enough quantities to 
overpower the invaders. Bacteriological diagnosis 
and the range of action of the chemotherapeutic 
agents are important factors in the treatment as 
well as the knowledge of testing the sensitivity of the 
organism. As we all know, bacteria develop re- 
sistance to various agents, and one should try to 
avoid this when possible. 

Multiple sulfonamide therapy offers the advan- 
tages of decreasing the complications of this form of 
therapy and it nearly doubles the concentration in 
the aqueous. 

The usual method of administration of penicillin 
does not result in sufficient intraocular concentra- 
tion to overcome all types of infection, even though 
the bacteria are sensitive to it. However, some 
articles indicate that the instillation of penicillin eye 
drops in the proper suspension, and, even better, the 
subconjunctival injection of penicillin result in high 
intraocular concentration. The author recalls 1 pa- 
tient who presented a hypopyon secondary to a 
corneal ulcer. He injected 100,000 units of penicillin 
subconjunctivally and the next day the hypopyon 
had disappeared. To make the solution less painful 
and to prolong its action, he dissolved the penicillin 
in % c.c. of distilled water, 14 c.c. of novocain, and 
4 c.c. of adrenalin hydrochloride, 1 to 1000. 

Streptomycin has proved effective against organ- 
isms that were insensitive to the sulfonamides and 
penicillin. It has been used in tuberculous eye infec- 
tions. The use of promin and promizole, and para- 
minosalicylic acid has increased its usefulness. The 
disadvantages are related to neurotoxic symptoms. 

The antibiotic range of bacitracin resembles that 
of penicillin, but it has been more effective in certain 
staphylococcal infections. Sensitivity to this drug 
rarely occurs. 

The range of action of aureomycin resembles 
streptomycin, but this drug is much less toxic. It is 
superior against brucellosis and lymphogranuloma 
venereum eye infections. It is the only antibiotic 
effective against viruses of herpes simplex and epi- 
demic keratoconjunctivitis. 

Chloromycetin resembles aureomycin. Virus and 
rickettsial infections seem to respond to the drug. 
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Oftentimes clinical observation will give a good 
clue to the type of invading organism in external 
infections. Bacteriologic diagnosis may be made 
with cytologic preparations. Giemsa stain is used and 
the cells are noted. In general, polymorphonuclear 
cells represent bacterial infections, lymphocytes a 
virus infection, eosinophilia an allergy, and inclusion 
bodies represent trachoma or inclusion conjuncti- 
vitis. The gram stain is used to differentiate gram- 
positive and gram-negative organisms. 

For cultures and sensitivity tests a moistened swab 
is used to obtain a culture from the area of greatest 
infection, and after incubation two blood agar plates 
are streaked. The various antibiotics are placed on 
the second plate and this denotes the sensitivity of 
the bacteria to the antibiotics. 

In general, gram-positive or gram-negative cocci 
require the sulfonamides and bacitracin, except for 
gonococcal infections, which are best treated by 
penicillin. A gram-negative rod, however, indicates 
the use of aureomycin, streptomycin, or chloro- 
mycetin. 

The author divides the deep infections into the 
granulomatous (syphilis, brucellosis, tuberculosis, 
lymphogranuloma venereum) and the nongranu- 
lomatous eye infections. In general, penicillin is 
used in syphilis, streptomycin in tuberculosis, and 
aureomycin in brucellosis and lymphogranuloma 
venereum. The nongranulomatous infections re- 
quire the search for a foci of infection such as the 
tonsils, teeth, and prostate; the stools should also be 
examined. In general, penicillin and the sulfona- 
mides are the drugs of choice. The presence of mut- 
ton fat deposits on the endothelium of the cornea as 
revealed by the slit-lamp divides the aforementioned 
groups. Wu is Travis, M.D. 


The Effects of Microwave Diathermy on the Eye. 
Louis Datty, Jr., G. Waki, J. F. HER- 
RIcK, M. PARKHILL, and WILLIAM L. BENE- 
pict. Am. J. Ophth., 1950, 33: 1241. 


In order to determine the changes in temperatures 
of the orbital tissues, aqueous and vitreous humors, 
after exposure of the eye of the dog to microwaves, 
and to determine the pathologic changes in the eye 
resulting from exposure to microwaves, a study was 
made of the effects of various durations of exposure 
of intact as well as enucleated eyes at different 
distances, durations, and power outputs. 

One series of acute experiments was performed on 
36 dogs anesthetized intravenously with pentobar- 
bital sodium (25 mgm. per kilogram of body weight). 
Thermocouple needles were introduced into the 
orbit, aqueous and vitreous humors of the eye, and 
the temperatures were recorded before and after 
exposure to microwaves. The cooling curves were 
followed for about one-half hour after the micro- 
waves were turned off. Exposure of the eye to 
microwaves, using 75 per cent of the output of the 
generator with the corner director at a distance of 
3 inches (about 8 cm.) for 30 minutes produced an 
average temperature rise of 1.9 degrees C. in the 
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orbit, 3.2 degrees C. in the vitreous, and 2.8 degrees 
C. in the aqueous, exactly one minute after the micro- 
waves were turned off. 

Another series of experiments was performed on 
8 dogs similarly anesthetized, and their eyes were 
exposed to microwaves at specific output, fixed dis- 
tance, and duration. No records of temperature 
were made in this series. However, the eyes were 
examined clinically, and ophthalmoscopic examina- 
tions of the media and fundi were made before and 
after exposure to microwaves. 

The eyes of 2 animals that were repeatedly ex- 
posed, six and ten times respectively, to micro- 
waves, using 75 per cent of the output of the genera- 
tor with the corner director at a distance of 3 inches 
(about 8 cm.) for 30 minutes, so far have shown no 
clinically observable pathologic findings. 

Eight exposures of the eye of 1 animal to micro- 
waves, once daily for 30 minutes, using 75 per cent 
output of the generator with the corner director at a 
distance of 2 inches (about 5 cm.) produced ophthal- 
moscopically observable anterior cortical cataract 
within 6 days after the last exposure. Seven expos- 
ures of the eye of another animal to microwaves once 
daily for 30 minutes, using 98 per cent output with 
the director at a distance of only 1% inches (about 
4 cm.) produced ophthalmoscopically observable 
anterior cortical cataract within 24 hours after the 
last exposure. Over a period of about 9 weeks both 
of these anterior cortical cataracts increased in size 
and density and then regressed, and posterior cortical 
cataracts developed. 

In 1 animal, one exposure of the eye (for 30 min- 
utes) to microwaves, using 75 per cent output with 
the director at a distance of 2 inches (about 5 cm.) 
produced corneal clouding and partial irido- 
plegia within 24 hours after exposure. Microscopic 
examination of stained sections of this eye revealed 
infiltration of the corneal stroma with polymorpho- 
nuclear neutrophils. Similar clinical and histologic 
changes were produced in the eye of another animal 
within 24 hours after two exposures of 30 minutes 
each to microwaves, using 98 per cent output with 
the director at a distance of 14 inches (about 4 cm.). 
In addition, vitreous opacities, reddening of the 
optic disc, whitening and elevation of the retina in 
the region of the disc were observed ophthalmoscop- 
ically. Microscopic examination of stained sections 
of this eye revealed erythrocytes, leucocytes, and 
fibrinous exudate in the anterior chamber with 
hemorrhage into the iris and ciliary processes. Ne- 
crosis of the stroma of the iris and disorganization 
of the pigment layer of the iris, and subchoroidal 
exudate and cystic degeneration of the retina were 
also observed. 


Retrolental Fibroplasia As a Syndrome. 
genesis and Classifications. Parker HEATH. 
Arch. Ophth., Chic., 1950, 44: 245. 

Children with retrolental fibroplasia now compose 
about one-half the blind children of preschool age. 

Sporadic retrolental fibroplasia and the retinopathy 


Patho- 
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of premature birth are distinct groups which tend to 
resemble each other, however, in the later stages. 
The sporadic form is found in full term infants, is 
usually unilateral, and may be associated with non- 
regression of fetal vessels, undifferentiated posterior 
lens capsule, or maternal disease; or the condition 
may be that of congenital retinal disease with second- 
ary retrolental sclerosis. The retinopathy of pre- 
mature birth occurs in prematurely born infants of 
low birth weight, is bilateral, and the picture of 
retrolental fibroplasia is a secondary manifestation 
of a primary retinal disease. 

The uneven geographic distribution of the reti- 
nopathy of prematurity is probably due to variations 
in environmental and metabolic factors. To mini- 
mize metabolic derangement, early feeding to pre- 
vent loss of weight and to promote maturity of tissue 
is indicated. The early and prolonged use of oxygen 
seems logical, and also whatever may prevent ex- 
cessive permeability of neovascular tissue. 

In the discussion, Reese agreed with Heath in 
considering the retinopathy of premature birth con- 
genital, although it progresses after birth. He found 
the disease was associated with congenital hemangi- 
omas of the skin in over 20 per cent of cases. Against 
the importance of environmental and metabolic 
factors in pathogenesis is the fact that in not a 
single instance has a sibling been similarly affected. 

James E. LEBENsouN, M.D. 


Some Practical Facts Regarding Retinal Detach- 
ment. Surgery. With a Report of the Results 
in Over 400 Unselected and Consecutive Cases. 
James S. SurpmMan. Am. J. Ophth., 1950, 33: 847. 


The theories regarding retinal detachment include 
degeneration of the retina, traction theory, trauma, 
stretching of myopia, exudation, and hypotony in 
aphakia. 

The report covers more than 400 cases over a 16 
year period. Various types of therapy were used and 
the results revealed recovery in 46.9 per cent, im- 
provement in 20.6 per cent, and failure in 32.5 per 
cent. The criteria for recovery were that the retina 
be completely reattached, that the visual field be 
enlarged, and that vision be 6/21 or better. The 
incidence was 62.4 per cent in the males and 37.6 per 
cent in the females. The age group from 60 to 70 
included the largest number of cases. Myopia was 
present in 78.8 per cent of the cases. Tears were ob- 
served in about one-half of the cases and most of 
them were located above and temporally, while more 
of the detachments were found below. Nearly one- 
half of the cases were observed within 2 weeks of the 
onset and although the best results were obtained 
in early cases, some cases of 1 year’s duration are not 
hopeless if the macula has not been detached and 
cystic degeneration has not occurred. A bilateral 
detachment is not uncommon. A tenotomy was 
done in g5 per cent of the cases. Surgery on aphakic 
eyes was somewhat less successful. 

The most favorable factors include: early recogni- 
tion, a small anterior tear, a small refractive error, a 
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healthy uninvolved macula, recognition of disinser- 
tions, and a flat detachment after rest in bed. Of 
course, unfavorable factors are the reverse of the 
aforementioned, plus a cloudy vitreous, hypotony, 
and high myopia. 

Management requires a careful history as to onset, 
trauma, and portion of the visual field first defective. 
Visual acuity is recorded and a refraction test is 
made. A complete ophthalmoscopic examination is 
made with the pupil well dilated. Transillumination 
should be carried out. 

The patient is hospitalized and placed in a position 
favorable to the flattening of the detachment, wear- 
ing pinhole goggles at daytime and eye bandages at 
night. The usual preoperative precautions are taken 
and a drawing of the fundus is made. 

The author favors a large incision well back from 
the limbus. A tenotomy is then performed and a 
good exposure given. An ophthalmoscopic examina- 
tion is made and when the light is focused on the 
tear, the assistant marks the location of the tear on 
the sclera. This area is surrounded with Walker 
micropins by means of a 65 to 90 ma. current. A 
Walker quill needle is then inserted in the dependent 
portion of the detachment. This pierces the sclera 
and choroid and is rapidly withdrawn. The Walker 
needles are withdrawn at one time. If the amount 
of the subretinal fluid is not large enough, suction is 
applied to the openings. The Lacarrere electrode is 
applied between the Walker pin areas. One should 
avoid the ciliary body, vortex veins, and macula. 

Postoperative care involves bed rest in favorable 
position, atropine, eye bandages, and goggles in 2 
weeks. The patient is out of bed in 3 weeks and 
home 1 week later. He avoids stooping and jarring 
the eye and wears goggles with 6 mm. openings and 
bandages at night. In 2 weeks the office examination 
includes the manifest refraction and the visual fields. 
The distance and near correction are given and tem- 
ple guards are worn for several months. The patient 
is supervised for from 6 months to 1 year. 

Complications include perforation of the sclera, 
external and internal hemorrhages, an excessive cur- 
rent with too rapid loss of fluid and hypotony, and 
also too extensive coagulation. Macular damage 
also occurs at times. Later there may be iridocycli- 
tis, infection, internal hemorrhage, lens damage, 
proliferating retinitis, and filamentous keratitis. 

J. WoopuHvuLt Overton, M.D. 


Electrocoagulation for the Cure of Chronic Tearing, 
and Pertinent Added Related Considerations. 
_ J. MORGENSTERN. Am. J. Ophth., 1950, 33: 

93- 

Electrocoagulation is being used more and more in 
areas in which surgical approach is difficult. The 
lacrimal apparatus represents such an area and elec- 
trocoagulation, the author states, is the method of 
choice for treatment of many cases of chronic tear- 
ing. The author explains its use at various anatomi- 
cal points in the tearing mechanism and cites cases 
in which it has been used successfully on each of the 
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anatomical areas. These areas include the lids, the 
puncta and canaliculi, the tear sac, and certain areas 
within the nose around the lower end of the naso- 
lacrimal duct. 

The author briefly summarizes his experience as 
follows: 

1. Muscular weakness of the lower eyelid may be 
corrected by electrocoagulating acupunctures. 

2. Marked degrees of eyelid muscle weakness re- 
quire repetition of this procedure as well as electro- 
coagulation of the lacrimal gland to lessen tear pro- 
duction. 

3. In complete facial paralysis, pressure on the eye 
may be relieved by electrocoagulating acupunctures 
of the upper lid. 

4. Electrocoagulation of the lacrimal gland may 
lessen tear production when reconstruction of the 
on apparatus is impossible or very dif- 
ficult. 

5. An everted lower punctum may be turned back- 
ward to contact the lake of tears by electrocoagulat- 
ing acupunctures at its base. 

6. Puncta and canaliculi closed or destroyed by 
scar tissue can be rechannelized. 

7. Electrocoagulative destruction of a tumor with- 
in the lower canaliculus is described. 

8. Advantages of the retrograde approach for cure 
of congenital cases are listed. The retrograde ap- 
proach combined with electrocoagulation is the only 
method for cure of congenital cases that have re- 
sisted repeated probings. 

g. Electrocoagulation may be used for obliteration 
of the tear sac in infantile dacryocystitis when surgi- 
cal procedures are difficult or impossible. 

10. Hypertrophic mucous membrane and other 
growths that block the portion of the nose into which 
the nasolacrimal duct drains are readily destroyed by 
electrocoagulation. 

iz. About three-fourths of all cases of blocked 
nasolacrimal ducts occur in women about the time of 
the menopause. 

12. Electrocoagulation destroys scar tissue which 
blocks the neck of the tear sac and the upper half of 
the nasolacrimal duct. 

13. When a hypertrophic middle turbinate has 
caused blockage of the nasolacrimal duct it should 
be reduced following rechannelization of the blocked 
nasolacrimal duct to prevent possible recurrence and 
to cure the underlying chronic nasal sinusitis. 

14. Four interesting cases of chronic tearing due 
to blockage by swelling are described. 

15. Spasm of the muscle fibers encircling the punc- 
tum and/or the canaliculus may result in chronic 
tearing. 

16. The dependent portion of a markedly dilated 
tear sac may readily be destroyed by electrocoagula- 
tion prior to its intranasal drainage. 

17. Electrocoagulation may be used to open the 
tear sac to prepare flaps for suturing it to adjacent 
nasal mucous membrane; to combat possible post- 
operative closure, electrocoagulation is invaluable. 

J. WoopHuLt Overton, M.D. 
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The Treatment of Empyema of the Sella Turcica of 
Sphenoid Origin. JosEpH R. RoNGETTI and JAMES 
T. Dantets. Arch. Otolar., Chic., 1950, 52: 166. 


A case of empyema of the sphenoid sinus associ- 
ated with osteomyelitis of the sphenoid bone and 
with a complicating extension and erosion of the 
floor of the sella turcica is reported. The patient 
first was under the care of a neurosurgeon who 
thought a pituitary neoplasm was present. A crani- 
otomy revealed pus in the region of the sella. A week 
later otolaryngologic consultation revealed the pres- 
ence of sphenoiditis and an ethmosphenoidectomy 
was done. The postoperative course demonstrated 
remarkable improvement. The patient has been 
back at work and well for 1 year. 

Joun J. BALLENGER, M.D. 


MOUTH 


Diagnosis and Treatment of Odontogenic and Fis- 
sural Cysts. Kurt H. Tooma. Oral Surg., 1950, 
3: 961. 

Odontogenic cysts are of two types, those arising 
from the enamel epithelium and those developing 
from apical granulomas. Odontogenic cysts are usu- 
ally seen on roentgenograms. Lipiodol injection is 
an aid in diagnosis in some cases. A cyst which de- 
velops in the enamel organ of a developing tooth is 
termed a dentigerous cyst. It may be of the central 
type, in which case the tooth does not erupt, or of 
the lateral type, in which case the tooth may erupt 
but in malposition. Dentigerous cysts may be mul- 
tilocular. 

The periodontal or radicular cyst develops in 
granulation tissue at the root of a tooth. 

Fissural cysts are found in the region of fusion of 
the embryonic processes of the face. Three types are 
distinguished: (1) globulomaxillary cysts which form 
at the junction of the globular and maxillary proc- 
esses, between the roots of the second incisor and 
canine, causing the roots of these teeth to diverge; 
(2) median cysts from in the median maxillary line, 
the palatal sutures, or the symphysis of the man- 
dible (median alveolar cysts may cause the roots of 
the central incisors to diverge and a median palatal 
cyst may cause a swelling in the floor of the nose); 
(3) nasoalveolar cysts form in the lateral nasal cleft 
at the junction of the globular, lateral, nasal, and 
maxillary processes, and produce a swelling in the 
base of the lip and floor of the nasal vestibule. 

Nasopalatine cysts form in the incisive canal from 
embryonal structures or from the nasopalatine ducts 
which may remain as a blind cul-de-sac which opens 
into the nose or mouth at the papilla palatina. 

For all these cysts two operative techniques have 
been developed. One consists of complete enuclea- 
tion of the cyst sac, the other is marsupialization. 
Enucleation is the better procedure. A cavity (or 
cavities) left in the bone by the removal of a cyst 
may be filled with gelfoam and primary closure 
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made. A cyst may be enucleated and the wound 
packed open. In such cases considerably more after- 
care is needed. Joun R. Linpsay, M.D. 


Neck Dissections in Cancer of the Lower Lip. Five 
Year Results in 179 Patients. Joun Mop 
Surgery, 1950, 28: 404. 

Follow-up studies were made on a group of 179 
consecutive patients with cancer of the lower lip. 
There was a 20 per cent incidence of metastases. 
Only 9.6 per cent of the patients who were admitted 
without metastases subsequently developed posi- 
tive nodes. Thirty-two neck dissections were per- 
formed, of which 2 were prophylactic in type and the 
patients involved proved to have no metastases on 
histological examination. Thirty operations were 
therapeutic in type but 5 of these patients 
also proved to have no metastases on histological 
examination. Among the remaining 25 patients who 
had radical neck dissections and proved metastases 
there was a 52 per cent 5 year cure rate. It would be 
illogical to perform routine prophylactic neck dissec- 
tions because (1) only 9.6 per cent of the patients in 
this study developed metastases during the 5 year 
follow-up period, and (2) the curability following 
therapeutic neck dissection is as good as has been re- 
ported for prophylactic neck dissection. 

The 5 year absolute cure rate was 64.7 per cent 
and the 5 year net cure rate was 84.5 per cent. The 
difference between the absolute and net 5 year re- 
sults was due largely to deaths from intercurrent 
disease. Joun R. Linpsay, M.D. 
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Postoperative Thyrotoxic Crises; Their Prevention 
and Treatment. ANDERS WESTERBORN. Acta chir. 
scand., 1950, 100: I. 


Among 130 patients subjected to thyroidectomy in 
the past 4 years the author noted 7 deaths. Four of 
these were due to postoperative thyroid crises. In 
addition, 3 other patients had postoperative reac- 
tions of a severe nature. One death occurred during 
preoperative therapy. In the period from 1931 to 
1945 there were no deaths due to thyrotoxic crises 
and no severe crises in the 270 patients who under- 
went surgery for toxic goiter. Two hundred twelve 
patients who underwent surgery for toxic goiter be- 
tween 1942 and 1949 were selected for analysis. Of 
these, 25 had thyrotoxic reactions and 7 had severe 
reactions. Thyrotoxic reactions consisted of a pulse 
rate between 110 and 140 accompanied by a fever 
of over 102 degrees. 

Preoperative treatment consisted of bed rest, Lu- 
gol’s iodine, thiouracil preparations, and supportive 
therapy. The basal metabolic rate averaged +19 
before surgery, and the preoperative preparation pe- 
riod averaged 20 days. 

— these cases the following estimations were 
made: 

1. The basal metabolic rate should be reduced be- 
low +19 if possible. Postoperative reactions oc- 
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curred four times as often when the preoperative 
basal metabolic rate was +31 or over than when it 
was no higher than a maximum of +30. 

2. If a previous course of iodine therapy has been 
given, preoperative treatment is longer and the basal 
metabolic rate does not reduce as well. Forty-seven 
per cent of the patients had postoperative thyro- 
toxic reactions as compared with 9 per cent who had 
no previous iodine therapy. Most of these reactions 
happened before thiouracil was available for the 
cases reviewed. 

3. Technical difficulties during surgery as well as 
blood loss seemed to increase the incidence of post- 
operative reactions. 

4. In 6 of 7 cases of thyroid crisis, glucose and 
iodine given intravenously failed to control the epi- 
sode. In 2 of the 7 cases immediate benefit was 
noted following exchange transfusions, and in 1 in- 
stance benefit was obtained by transfusion alone. 
No mention of the use of blood is made in the 4 cases 
with a fatal outcome. Rosert L. Craic, M.D. 


The Treatment of Thyroid Carcinoma with Radio- 
active Iodine. S1cvArp KAAE and OLAF PETERSEN. 
Acta radiol., Stockh., 1950, 33: 539. 


It was in 1934 that Fermi first reported the forma- 
tion of radioactive isotopes. In 1938 the substances 
were first used in the study of iodine metabolism in 
man. The body deals with radioactive iodine in the 
same way as it does with inactive iodine, i.e., there is 
a selective accumulation in the thyroid tissue. 

The methods employed to measure the ability of 
malignant tissue to accumulate iodine are as fol- 
lows: (1) direct determination of I in biopsy speci- 
mens, (2) histoautoradiography, (3) measurement in 
vivo with the Geiger-Muller counter, and (4) deter- 
mination of the activity of I"! excreted in the urine. 

No conformity has been found between the histo- 
logical pattern and the uptake of radioactive iodine 
in the thyroid malignant tissue. A thyroid carci- 
noma with no effect on the metabolic rate usually 
collects so little iodine that primarily the function of 
the normal thyroid tissue must be arrested, either by 
surgical removal of the entire gland or by adminis- 
tration of a large dose of radioactive iodine. One 
must then await the time when the malignant tissue 
begins to take up more iodine, a process that may be 
precipitated by the administration of thyrotropic 
hormone. It is not until then that the concentration 
of radioactive iodine in the thyroid malignant tissue 
can be high enough to afford the possibility of ob- 
taining therapeutic doses. 

Extiotr Lazarus, M.D. 


Thyroglossal Duct Cysts. N. Epwarp NacHias. Ann. 
Otol. Rhinol., 1950, 59: 381. 


A study was made of 128 cases of thyroglossal duct 
cysts which were admitted to the Massachusetts 
Eye and Ear Infirmary and to the Massachusetts 
General Hospital, from 1937 to 1940. 

Thyroglossal duct cysts occur more often in men 
than in women. The average age of onset is 18 years, 
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but the largest group appears before 10 years of age. 
There was variation in appearance between those in 
patients 5 months old and those 77 years of age. 

The main subjective complaint is swelling, usually 
recurrent, which appeared in 99 per cent of the 
cases. The symptoms had persisted from 4 days to 
28 years before medical aid was sought. Infection 
was present in 66 per cent of the cases on presenta- 
tion. The usual history was that of an upper respira- 
tory infection followed by a midline tumor. How- 
ever, 21 per cent of the cysts were lateral with the 
swelling more common on the left side. Twenty-five 
per cent of the patients had had previous attempts 
at removal, 1 patient having had 7 such attempts be- 
fore complete cure was obtained. In 94 per cent of 
the cases a cyst was present with an accompanying 
draining sinus in 55 per cent. The sinuses occurred 
in the patients who gave a history of infection with 
spontaneous rupture or in whom attempts had been 
made to incise and drain the lesion. There were sev- 
eral cases in which spontaneous rupture occurred 
with subsequent healing following the evacuation of 
the contents. In the draining sinuses the discharge 
was more copious in the presence of upper respira- 
tory infection, and there were periods of complete 
closure followed by recurrence with the next throat 
infection. Less common complaints were diffi- 
culty in swallowing, fever, redness of the skin, and 
hoarseness. In 1 patient there was complete in- 
ability to speak. In children dyspnea or respiratory 
obstruction may be the presenting complaint. 

The cyst may appear as a localized swelling or as a 
diffuse phlegmon with involvement of the entire 
neck. The foramen cecum may or may not be 
visible. If there is drainage into the oral cavity, the 
foramen cecum may be seen as a pinpoint opening 
in the midline at the base of the tongue, exuding 
white material. The mass may present itself in the 
mouth, in the submental region, or in the subhyoid 
region (the usual case), and is usually in the midline. 
The size varies from 2 mm. to 7 cm. in diameter. 
The skin is freely movable over the cyst, except in 
cases of secondary infection or fistula tract. The 
cyst moves on swallowing and is usually not tender 
on palpation. Seldom is the mass fluctuant. In- 
deed, the walls are usually swollen so tightly that 
they feel hard rather than cystic. The mass will 
transilluminate. The thyroid gland should be freely 
palpable as a separate entity from the cyst. 

The accepted treatment for thyroglossal cysts is 
complete surgical excision. Some advocate attempts 
at obliteration with sclerosing solutions or x-rays, 
but these procedures were not attempted in this se- 
ries. Although incision and drainage have their 
place in treatment, such a procedure should not be 
considered as sufficient. There are three indications 
for incision and drainage instead of excision: (1) ex- 
cision should never be done before the age of 6 years; 
(2) in the acute infectious phase with fluctuation, 
drainage should be done and the patient brought 
back several weeks later, after the acute flare-up sub- 
sides, for excision; and (3) if the patient is too old, 
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sick, or refuses to have excision, incision and drain- 
age may be done to relieve the swelling. Chemo- 
therapy has not changed the need for removal of the 
cyst. However, it has decreased the danger from 
secondary infection and lessens the postoperative 
hospital stay. 

The operative technique used by most of the sur- 
geons was that suggested by Sistrunk in 1920. He 
did not believe it practical to follow the tract from 
the hyoid bone up as it is friable and easily lost, but 
suggested “‘coring out’? the duct by dissecting for 
one-eighth of an inch on all sides in a line drawn at a 
45 degree angle from the upper surface of the center 
of the hyoid bone in the midline of the neck, back- 
ward and upward toward the base of the tongue. 
The complete Sistrunk operation may be divided 
into six steps: 

1. Make a transverse incision 2 inches in length 
across the neck at the level of the hyoid. 

2. Dissect the cyst to the hyoid bone; the tract 
usually passes through the hyoid. 

3. Separate the muscles attached to the center of 
the hyoid and remove a portion of the bone, about 
one-fourth of an inch in length. 

4. Without any attempt to isolate the duct, core 
through to the foramen cecum to remove one-eighth 
of an inch of tissue on every side. Finally the follow- 
ing will be removed: (a) a part of the hyoid, (b) a 
portion of the raphe of the mylohyoid muscles, (c) 
a part of the genioglossus muscle, and (d) the fora- 
men cecum. 

5. Close the opening into the mouth and draw the 
sections of the genioglossus muscle together. 

6. Join the tissues surrounding the cut ends of the 
hyoid to approximate the bare edges of bone. 

Several interesting facts were observed in 30 
cases which were personally examined by the au- 
thor. There were 2 recurrences in this group. One 
patient had persistent discharge from the foramen 
cecum, and the other had an external discharge from 
the lateral border of the incision. In both of these 
cases the hyoid bone had not been removed. Neither 
patient thought the drainage severe enough to war- 
rant further surgery. Eart O. Latimer, M.D. 


Neurofibroma of the Larynx. SAmueEL J. PEARLMAN, 
ELMER A. FRIEDMAN, and MAx APPEL. Arch. Otolar., 
Chic., 1950, 52: 8 

According to the literature, it would appear that 
neurofibroma of the larynx is a very rare condition. 
New and Erich found but one neurofibroma among 
722 benign tumors of the larynx, and only 16 cases 
have been reported. In almost all of the cases re- 
ported, the lesions have been large single tumors, 
usually arising from the ventricular band or aryepi- 
glottic fold. 

In the opinion of the authors, neurofibroma is 
more common than is generally believed, since many 
have been classified as fibromas. Fifty cases of 
tumors of the larynx classified as fibromas at the 
Michael Reese Hospital, in Chicago, were selected 
at random and restudied. In 4 of these, reclassifica- 
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tion as neurofibromas, and in 1, reclassification as 
neurofibrosarcoma was justified; i.e., 10 per cent of 
tumors classified as fibromas were either neurofibro- 
mas or neurofibrosarcomas. It is of interest that in 
all 5 of these cases the tumors were quite small and 
arose from the true vocal cords, in contrast to the 
case heretofore reported. The 5 cases are reported 
in detail. 

It is important to differentiate neurofibroma from 
fibroma, since neurofibromas have definite invasive 
characteristics and a pronounced tendency to recur 
following removal, while fibromas do not. Careful 
histologic examination and special staining will 
readily permit the differentiation. 

Frank B. QuEEN, M.D. 


Removal of Carcinoma of the Larynx with Immedi- 
ate Skin Graft for Repair. FREDERICK A. Fic. 
Ann. Otol. Rhinol., 1950, 59: 474. 


Immediate skin grafting to restore the lining of 
the larynx following removal of carcinoma of this 
structure was carried out in a small group of care- 
fully selected cases. The purpose of the procedure 
was to effect removal of the malignant process by 
means of a more conservative type of operation than 
would have been required otherwise, and to facili- 
tate healing. The lesion in each of the 3 patients 
treated in this manner was of such extent that 
laryngectomy would have been the only surgical 
alternative. In each instance the skin graft took per- 
fectly, and healing was hastened considerably. The 
patients have now been free from evidence of malig- 
nancy for periods of 1 year, 2 years and 4 months, 
and 2 years, respectively; the airway is unobstructed 
and intact; and the voice ranges from very hoarse to 
almost normal. 

The field of usefulness of laryngofissure has ex- 
panded considerably during the past few decades, 
and the attitude of some eminent laryngologists that 
the operation should be limited to cases of early 
laryngeal cancer has changed completely. The oper- 
ation has been made increasingly radical by supple- 
menting sharp excision with electrocoagulation and 
by sacrificing more and more of the alae of the 
thyroid cartilage. Not infrequently the operation 
amounts to hemilaryngectomy, with the exception 
that the continuity of the cricoid cartilage is not dis- 
turbed. 

The extent of malignant tissue removal through a 
laryngofissure varies greatly and depends on the site 
of the involvement, its nature, activity, extent, and 
previous therapy. It varies also with the training 
and experience of the physician. Generally, wider 
experience has demonstrated the feasibility of re- 
moving through a laryngofissure many malignant 
tumors of moderate activity or low grade, for which 
laryngectomy was previously performed. On the 
other hand, increasing experience has in some in- 
stances shown the necessity of wider removal of more 
active growths, particularly when there has been an 
associated inflammatory process or the tumor was 
recurring. 
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It frequently is impossible to determine definitely 
by clinical examination the limits of a malignant tu- 
mor of the larynx, and because of this it has for a 
number of years been the practice of the author and 
his colleagues to defer a decision concerning the sur- 
gical procedure necessary for its removal until direct 
inspection is made through a laryngofissure. Ex- 
ploration of this type is advisable in all cases in 
which the growth is not well defined. Often it is pos- 
sible to remove through this approach lesions that on 
indirect examination appeared to require laryngec- 
tomy. If direct inspection through the thyrotomy 
shows that the tumor is too extensive for removal by 
this route, laryngeal forceps are applied to the mar- 
gins of the divided thyroid cartilage and laryngec- 
tomy is done. . 

The use of free skin grafts for restoring the lining 
of the larynx in cases of cicatricial laryngeal stenosis 
was introduced in 1930. Since then the procedure 
has been rather widely employed for this purpose, 
and numerous reports in the literature record almost 
uniformly satisfactory results. The operation con- 
sists essentially in re-creating a laryngeal lumen of 
adequate diameter by excising the stenosing scar to- 
gether with any cartilaginous thickening, which may 
be a factor, inserting a moderately thin skin graft, 
and, after the graft takes, keeping a dilator in place 
continuously until the graft loses its tendency to 
shrink. The skin graft should be cut sufficiently thin 
so that hair follicles will not be transplanted with it; 
it is preferably secured from a nonhair-bearing sur- 
face. It is held in the laryngeal wound by wrapping 
it about a stent of sponge rubber, which in turn is se- 
curely anchored in position by transfixing it and the 
laryngeal wound and soft tissues of the anterior por- 
tion of the neck with stainless steel wires. On the 
ninth to twelfth postoperative day the patient is 
anesthetized intravenously with pentothal sodium 
followed by cocainization of the pharynx and upper 
part of the larynx; the larynx is exposed by suspen- 
sion laryngoscopy, and the sponge rubber stent is re- 
moved through the mouth. At the same time an 
elastic or plastic dilator is placed in the larynx and 
left for several weeks or months, depending on the 
tendency of the graft to shrink. 

This procedure has at times been carried out in 
cases of cicatricial stenosis resulting from removal of 
cancer involving both sides of the larynx, after com- 
plete healing of the wound has occurred. However, 
as far as the author is aware, excision of laryngeal 
carcinoma has not previously been followed by im- 
mediate skin grafting of the wound. When a graft is 
applied at the same operation, the surgeon must, as 
has already been noted, be reasonably certain that 
the tumor has been completely removed. Such as- 
surance can be gained only by careful consideration 
of the history, study of the lesion by indirect, and if 
necessary, direct laryngoscopy, critical inspection 
through an exploratory thyrotomy, and detailed mi- 
croscopic examination by a competent pathologist. 
Careful check of fresh frozen sections of the periph- 
eral portions of the tumor at the time of exploration 
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assists greatly in determining accurately the limits of 
the growth. Judicious selection of cases is essential 
when immediate skin grafting is to be carried out 
following removal of epithelioma of the cutaneous 
surface. It is even more important in patients with 
laryngeal involvement because of the more serious 
possibilities and the greater difficulty of accurate 
postoperative observation. 

Healing usually takes place within a few weeks 
after removal of even a rather large epithelioma of 
the larynx through a thyrotomy. This occurs in 
spite of thorough electrocoagulation of the wound, 
although the healing process may be delayed for 
some weeks or months by the development of a 
granuloma or a sequestrum of cartilage. The same 
is true after hemilaryngectomy, except that more 
time is likely to be required. When an excessive 
amount of the ala of the thyroid cartilage on one side 
is taken away and removal of the soft tissue extends 
well beyond the midline, collapse of the laryngeal 
wall and cicatricial stenosis may result. In addition, 
there often is persistent edema of the aryepiglottic 
fold or ventricular band, especially if perichondritis 
is present. This edema often lasts a year or more 
and may necessitate wearing the tracheal cannula 
throughout this period. 

When skin grafting was done immediately after 
removal of the carcinoma, cicatricial stenosis was 
obviated, and in the 2 cases in which most of one ala 
of the thyroid cartilage was removed, there was no 
tendency for the laryngeal wall to collapse. In 1 of 
these 2 cases much less edema of the introitus of the 
larynx developed than usually occurs after such 
wide sacrifice of tissue, but-in the other case a good 
deal of edema developed. In the former case the pa- 
tient, in whom a hemilaryngectomy was carried out, 
was decannulated on the twentieth postoperative 
day. He was breathing freely, and had a good, al- 
though hoarse, voice at the time of dismissal on the 
twenty-fourth day. The other 2 patients on whom 
early skin grafting was performed went home wear- 
ing a tracheotomy tube. In 1 of these the cannula 
was removed on his return about 2.5 months follow- 
ing the operation, the tracheal fistula closing spon- 
taneously. In the third patient the anterior third of 
the left vocal cord, the anterior half of the right cord, 
the entire ventricle on both sides, and the anterior 
portion of both ventricular bands were removed, 
also approximately the anterior third of both thy- 
roid alae. Because of this extensive sacrifice of tis- 
sue, severe laryngeal stenosis was anticipated, and 
an iodoform gauze pack was inserted to keep the in- 
cision open, actual insertion of the skin graft being 
delayed until the twenty-first postoperative day. A 
plastic dilator was used in this case subsequently, 
and was worn for 2.5 months. Closure of the laryn- 
geal fistula was not performed until 9 months fol- 
lowing the original operation because multiple small 
benign papillary growths developed in the posterior 
part of the larynx and necessitated electrocoagula- 
tion through the laryngeal stoma on two occasions. 
When this patient was last observed, 2 years after 
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the initial operation, there was fio evidence of recur- 
rence of the neoplasm, the airway was free, and the 
patient had a good voice. 

In using skin grafts to reline the larynx the possi- 
bility of transplanting hair follicles along with the 
graft must be borne in mind. However, this hazard 
is readily obviated by cutting the graft thin enough 
to avoid transplantation of hair follicles and by util- 
izing a nonhair-bearing area as a donor site. Another 
disadvantage that occurs infrequently, but which at 
times causes considerable difficulty and annoyance, 
is the accumulation of sebaceous secretion and te- 
nacious mucus on the surface of the skin graft, with 
the subsequent formation of foul crusts. The ozena 
resulting from this may be bitterly complained of by 
the patient. The liberal internal use of iodides, 
combined with frequent spraying of the larynx with 
saline solution and with oily preparations, generally 
is effective in combating the condition. Infre- 
quently, removal of the crusts with laryngeal for- 
ceps is necessary. Ear O. LATIMER, M.D. 


Study of the Treatment of Perilaryngeal Cancer 
with Radiopuncture and Median Thyrohyoto- 
my (Essai de traitement des cancers péri-laryngés 
par radiumpuncture thyro-hyotomie R. 
Mapvuro. Sem. hép. Paris, 1950, 26: 2755. 


As a rule, the prognosis of carcinoma of the pha- 
ryngolaryngeal gutter or the pyriform sinuses is very 
grave compared with that of endolaryngeal cancer 
because (1) it remains silent and therefore unrecog- 
nized for a long period of time, (2) it extensively 
invades the lymph vessels and glands at an early 
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stage, (3) neither the primary lesion nor the adenop- 
athies respond to radium therapy, (4) the surgical 
treatment, be it lateral pharyngotomy or total laryn- 
gectomy with resection of the pharyngeal tumor, is 
technically difficult and is mutilating. 

Insertion of radium needles is followed, in succes- 
sion, by 3 types of reaction: (1) moderate inflamma- 
tory reaction of slight duration, (2) pseudomem- 
branaceous reaction which appears from 10 to 12 
days after removal of the needles and lasts for 3 to 4 
weeks, and (3) late reaction in the form of foci of 
cartilaginous necrosis, easily mistaken for a recur- 
rence of the tumor. 

The vertical branch of the inverted L-shaped i in- 
cision extends from 1 cm. above the hyoid bone to 
the lower border of the cricoid cartilage, while the 
3 cm. long horizontal branch is carried at the level of 
the thyrohyoid space on the side of the involved 
pyriform sinus. The larynx and hypopharynx are 
incised, the pyriform sinus is exposed, and from 5 to 
6 radium needles are inserted. The upper half of 
the corresponding thyroid wing is resected in order 
to limit necrosis of the cartilage. 

After withdrawal of the radium needles, a narrow 
cannula is introduced into the intercricothyroid 
space. Only one local recurrence was found among 
g patients who were treated in this manner from 7 
months to 2% years prior to the follow-up examina- 
tion. Three patients developed metastases in cer- 
vical lymph nodes. 

The author is of the opinion that neither surgery 
nor radiotherapy alone can match such results. 

K. Narat, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Intracranial Angiography in the Treatment of 
Cerebral Vascular Accidents. Report of Cases 
and a Review of the Literature. Franx W. Lusic- 
NAN and GLEN O. Cross. California M., 1950, 73: 
240. 

Since the development of improved methods for 
intracranial angiography, more and more cerebral 
lesions have come under observation from a more 
and more active point of view. Among these have 
been cerebral vascular accidents. The principal 
interest of this article is cerebral hematoma, of 
which 5 cases are discussed, with short case histories. 
It is pointed out that the previously pessimistic 
attitude about these cases is not necessarily justified. 
The clot was first localized by angiography with or 
without the aid of ventriculography, following which 
it was evacuated surgically. The results appear to 
have been uniformly successful. 

Three cases of arteriovenous aneurysm are de- 
scribed as well as 1 case of thrombosis of the middle 
cerebral artery. 

The review of the literature is excellent and the 
bibliography is large. The article is supported by 
case reports, diagrams, and illustrations of arterio- 
graphic findings. ADRIEN VER BRUGGHEN, M.D. 


Role of Stellate Block in Various Intracranial Path- 
ologic States. Howarp C. NarFFzIGER and JoHN 
E. Apams. Arch. Surg., 1950, 61: 286. 


The authors present the gratifying results of 
stellate block in the treatment of cerebrovascular 
thrombosis, cerebral embolism, episodic cerebro- 
vascular spasms, and traumatic and postoperative 
neurologic disturbances. They treated 155 patients 
suffering from various cerebrovascular disorders 
with one injection or with repeated injections of pro- 
caine into either stellate ganglion, and obtained com- 
plete clinical recovery in 59 per cent of them, partial 
recovery in 24 per cent, and poor results in 17 per 
cent. The number and frequency of injections de- 
pended on the condition of the patient and the re- 
sult obtained with the initial injection. Equally 
good results were obtained by blocking the right or 
the left stellate ganglion independently of the site 
of the intracranial lesion. Improvement in the 
electroencephalographic tracings frequently accom- 
panied the clinical improvement. 

Stellate block was also performed on 59 patients 
suffering from posttraumatic neurologic defects, and 
was followed by complete clinical recovery in 37 per 
cent of them. This procedure was also carried out 
in 11 patients who developed neurologic disturb- 
ances following operative treatment of gliomas, 
meningiomas, angiomas, metastatic tumor, and sub- 


dural hematoma, and good results were obtained in * 
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8 instances. The response was remarkable in 1 pa- 
tient whose brain remained depressed after the evac- 
uation of a large chronic subdural hematoma. With- 
in 10 minutes after a stellate block the brain had 
expanded to its normal position, and after a second 
block the patient’s hemiparesis completely and 
permanently disappeared. 

In order to understand the physiologic basis for 
the clinical improvement, the authors measured the 
total cerebral blood flow of 15 patients by the tech- 
nique of Kety and Schmidt, but found no demon- 
strable change after stellate block; however, they 
observed a transient rise in the spinal fluid pressure 
of 25 to 50 mm. of water coincidentally with the ap- 
pearance of Horner’s syndrome, suggesting a tem- 
porary increase in the amount of blood entering the 
cranium. GrorGE Perret, M.D. 


SPINAL CORD AND ITS COVERINGS 


Diagnosis and Surgical Treatment of Lumbar Disc 
Hernias (Diagnose und chirurgische Therapie der 
lumbalen Discushernien). H. KRAYENBUEHL. Hel- 
vet. chir. acta, 1950, 17: 234. 

This study is based on 998 proved cases of lumbar 
disc hernias observed at the University Clinic of 
Ziirich during the period between 1938 and May 1, 
1950. For an evaluation of the operative result, 
only 459 cases were considered since a postoperative 
observation of at least 1 year is regarded as the low- 
est allowable limit. The correct diagnosis of disc 
hernia can be made clinically in 95 per cent of the 
cases and myelography may be reserved for special 
circumstances. Lumbar puncture should be per- 
formed, as a rule, principally to exclude a tumor 
located high in the vertebral canal. It is especially 
needed in cases which have not yet presented any 
remissions or exacerbations. 

Up until the fall of 1937, the usual procedure was 
removal of the spinal process and three-fourths of 
the arch of the vertebra above the disc hernia, to 
expose the hernia. Since then a unilateral ligamen- 
tectomy or hemilaminectomy has been the rule for 
interlaminary approach, leaving the spinal process 
intact; bilateral exploration was used only in bilat- 
eral sciatica and in massive median prolapse of the 
disc. Usually, the degenerated nucleus pulposus of 
the disc was extradurally removed as thoroughly as 
possible. Forty per cent of the patients were cured; 
another 40 to 45 per cent were greatly improved and 
capable of working, while 10 to 15 per cent assumed 
an unsatisfactory postoperative course. The imme- 
diate operative mortality was 0.3 per cent. 

The fact that only about 4o per cent of the pa- 
tients operated upon were completely freed from dis- 
turbances calls for strict limitation of the indications 
for operation along the following lines: (1) only those 
cases should be referred to surgery which have not 
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responded significantly to adequate conservative 
treatment administered for a period of at least 3 
months, and which are characterized by a massive 
radicular syndrome; (2) operation should always be 
performed during an acute attack and, therefore, in 
maximal root compression; operation during a more 
or less free interval is unsatisfactory; (3) sacral pain, 
even when it is most probably due to damage to an 
intervertebral disc, is in most cases no indication for 
disc hernia operation; (4) chronic sacral pain in con- 
nection with a more or less massive vertebral syn- 
drome constitutes an indication for operation when 
the findings in contrast myelography are unequivo- 
cal. Simultaneous bone grafting must be taken un- 
der consideration in these cases. 

The indication for operation is unconditional and 
urgent in cases which present a more or less devel- 
oped damage to the cauda equina; the aim is to pro- 
tect the patient, by timely intervention, against se- 
vere vesical, rectal, and sexual disturbances, and 
motor and sensory paralyses. 

RicHARD KEMEL, M.D 


PERIPHERAL NERVES 


Clinical Considerations in a Case of Protruded Cer- 
vical Intervertebral Disc Producing Root and 
Medullary Compression (Remarques sur un cas 
de compression radiculo-médullaire par discopathie 
cervicale). D. Petit-DuTAaItuis and J. A. CHAVANY. 
Presse méd., 1950, 58: 725. 

The authors discuss a case of protruded disc at 
the level of the sixth cervical intervertebral space, 
accompanied by a progressive paraparesis. Because 
of the onset of symptoms after an upper respiratory 
infection, a diagnosis of infectious neuronitis was 
made and the patient was treated for a period of 3 
months with antibiotics while his symptoms pro- 
gressed. He developed a cerebellospasmodic gait, 
weakness and stiffness in the lower extremities, 
increased muscular tone in all extremities, increased 
deep reflexes in the lower extremities, and bilateral 
Rossolimo signs. He had burning hyperesthesias in 
both upper extremities associated with diminution 
of temperature, pain and touch sensations in both 
forearms, palms, and in the third, fourth and fifth 
fingers bilaterally. 

A complete laminectomy was performed and a 
large disc was removed from the left side of the 
sixth intervertebral space. Postoperatively the pa- 
tient’s quadriplegia was worse; he developed bi- 
lateral Babinski signs and the pain in the upper 
extremities was more extensive and severe. One year 
after the operation he had regained 50 per cent of 
his working capacity. 
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The authors discuss the differential diagnosis be- 
tween protruded cervical intervertebral disc and 
spinal cord tumor. GErorGE PERRET, M.D. 


MISCELLANEOUS 


Neurosurgical Treatment of Persistent Pain. J. C. 
Wuite. Lancet, Lond., 1950, 2: 161. 


The author reviews the surgical indications and 
the various operative procedures in the treatment of 
intractable pain. Surgical treatment is considered in 
patients who are expected to live for more than 1 or 2 
months, and provided they have not become addict- 
ed to narcotics. Anterolateral chordotomy gave sat- 
isfactory relief of pain in 73 to 88 per cent of patients 
suffering from abdominal or pelvic cancers, and in 71 
per cent of patients with amputation stump neural- 
gias and painful conditions associated with disease of 
the spinal roots. The results were not as good in pa- 
tients with tumors of the breast, lungs, and bones. 
The author recommends a unilateral chordotomy un- 
less the pain is severe on both sides. He found it 
necessary to divide virtually the whole anterolateral 
quadrant of the spinal cord to secure a high level of 
analgesia. The immediate postoperative analgesia 
nearly always falls several segments, and a second 
deeper chordotomy was found to be necessary and 
more effective in a number of patients. 

Spinothalamic tractotomy in the medulla oblon- 
gata gave relief of neuralgia of the shoulder, neck, 
and pectoral regions. Pain of purely visceral origin 
was nearly always successfully relieved by sympa- 
thectomy or splanchnicectomy; thus sympathecto- 
my was effective in the relief of pain originating in 
the heart, the aorta, and the abdominal viscera, but 
did not relieve pain originating in the esophagus, 
bladder, prostate, or cervix uteri, or pain produced 
by malignant disease of the viscera. Sympathecto- 
my is of great value in the relief of posttraumatic 
dystrophies, causalgia, amputation neuralgia, and 
posttraumatic arthritis. 

The author considers prefrontal leucotomy to be 
an admission of failure, and that it should be under- 
taken only when other measures are known to be 
ineffectual or after they have been tried unsuccess- 
fully. He favors unilateral complete transsection of 
the frontal white matter, as less psychical changes 
are associated with this procedure than with the bi- 
lateral prefrontal leucotomy. If pain returns, or is 
inadequately relieved, a second section on the op- 
posite side can always be carried out later. 

No specific intervention is offered for the relief of 
pain after injuries of the spinal cord, for the burn- 
ing paresthesia of the thalamic syndrome, or the 
postamputation phantoms. GrorGE PERRET, M.D. 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Mammaplasty. The Cne-Stage Transposition Op- 
eration. Epwarp M. HAnranAn. Plastic & Re- 
constr. Surg., 1950, 6: 110. 


There is probably no operation commonly done 
by plastic surgeons which has given rise to such a 
variety of opinions regarding the technique to be 
employed as mammaplasty. There is at present 
almost general acceptance of partial breast amputa- 
tion with the nipple transplanted as a graft for cases 
of excessively enlarged breasts. The transposition 
operation continues to be used more in the lesser 
enlargements which can be completed in one stage 
and particularly in younger patients when the possi- 
bility of future lactation and its effect on the breast 
must occasionally be considered. The author uses 
the transposition operation for all but the very 
largest breasts. There are four features on which a 
successful result largely depends: (1) accurate place- 
ment of the transposed areola in its relation to the 
shape of the remodeled breast, (2) satisfactory re- 
duction and shaping of the reduced breast, with 
avoidance of areolar and breast necrosis, (3) firm 
fixation of the breast, and (4) avoidance of skin 
necrosis. 

Often the nipple is placed too high in relation to 
the shape of the reconstructed breast. It may be 
true that the level of the nipples of normal virgin 
breasts may be on the midhumeral line, but that is 
not the level that is normal or appropriate for pa- 
tients who are candidates for this operation. The 
midhumeral line should represent a level that should 
never be encroached on, and the site chosen for the 
new areola will be appreciably but variably below it, 
on the vertical nipple line. The latter is a line drawn 
from the midpoint of the clavicles through the 
nipples when the patient stands erect. It diverges 
laterally from the true midclavicular line which 
parallels the median line of the body. 

The many methods advocated for reducing the 
size of the breast are based on as many conceptions 
regarding its margin of circulatory safety. On the 
one hand are those who are convinced of the im- 
portance of the lateral thoracic and second inter- 
costal vessels and believe that second stage opera- 
tions are necessary for all except the lesser enlarge- 
ments. On the other hand, Aufricht believes that 
there is a sufficient blood supply from any direction 
of the breast hemisphere to nourish the corre- 
sponding tissue and concludes that wedge excision 
from the upper quadrant may be so extended in the 
case of extreme hypertrophy as to include removal 
of the entire upper half of the breast. Fortunately, 
it is in the elongated pendulous breast witha narrow 
pedicle that one is usually able to preserve the main 
sources of blood supply by a limited upper wedge 
resection, while in the broader enlarged breasts, the 


diffuse attachment to the chest wall permits greater 
liberties. After the type of pedicle is ascertained, the 
greatest safeguard in preserving the circulation lies 
in keeping the breast perfectly flat and immovable 
on the chest wall while the resection is carried out. 
With this precaution against invading the under 
surface, one need not hesitate to do a superficial 
crescentic reduction of the lower border at the same 
time that the upper wedge resection is carried out. 
While the one stage procedure will undoubtedly 
suffice for the majority of moderately enlarged 
breasts, there will inevitably be some on which one 
would like to do a later second stage reduction. 

The superficial thoracic fascia is of first importance 
in maintaining the position of the breast. Ptosis re- 
sults from relaxation of this structure with stretching 
of the intramammary connective tissue septa which 
give form and consistency to the organ. If in dis- 
secting the skin from the breast in its upper por- 
tion, one progressively deepens the plane of dissec- 
tion so as to produce a thicker skin flap, the upper 
periphery of the breast will be exposed on the pec- 
toralis muscle. The superficial thoracic fascia, which 
in that location is a true suspensory ligament, will 
have been separated from the breast. If, however, 
the skin dissection is continued several centimeters 
beyond the upper periphery of the breast in a plane 
superficial to the superficial thoracic fascia, the 
latter is readily demonstrated. After opening this 
layer with clamp or scissors point down to the 
pectoralis fascia, just lateral to the area of emergence 
of the second intercostal vessels, and separating it 
with the finger from the pectoral fascia laterally 
along the upper periphery of the breast to the area 
of the long thoracic vessels, this suspending liga- 
ment may be isolated, its posterior layer being con- 
tinuous with the posterior pseudocapsule of the 
breast. So isolated, it frequently is from 10 to 11 cm. 
wide and from 1 to 1.5 cm. thick. After division 
along the breast periphery, traction on it shows its 
strength and strong upward attachments, mainly to 
the clavicle and to a lesser extent to the infracla- 
vicular skin. This structure, which is the true sus- 
pensory ligament of the breast, offers the best site 
for attachment of the sutures which will suspend the 
breast in its new location. Several mattress sutures 
of silk suffice. 

When the breast is large enough to provide suffi- 
cient skin between the new areola site and the 
original areola, probably the safest skin covering is 
the broadly based buttonholed flap. It is generally 
recommended that this flap be made thick toward 
its base, above the new site of the areola, to increase 
the certainty of its circulation. However, this is not 
necessary and it entails the disadvantage of en- 
croaching on the suspensory ligament of the breast. 

In making the opening for the areola, the same 
or a slightly smaller circular marker may be used 
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and a vertical oval distortion avoided if a short 
transverse incision be made through the central 
point and allowed to spread before the marker is 
applied. 

The lower corners of the flaps are vulnerable areas 
for potential necrosis. To eliminate these areas one 
may leave a small triangular flap based on the infra- 
mammary fold. This flap may be held in reserve, 
not to be used if one is quite confident of the circula- 
tion of the areas in question, or its use may be taken 
into consideration in planning the divided upper 
flap. This lower flap has the additional advantage 
of permitting greater flexibility in the final closure 
by providing for less vertical skin tension, and for 
necessary inframammary support without endanger- 
ing the skin. These advantages would appear to 
outweigh the seeming disadvantage of producing 
two scars rather than one on the breast surface. 
However, these scars, being on the under surface, 
are as inconspicuous as the single scar. 

Eart O. LAtmer, M.D. 


Changes in Carcinoma of the Breast Following 
GeorcE Luma. Brit. J. Surg., 1950, 
38: 82. 


The author analyzes the effects of irradiation on 
patients with carcinoma of the breast who have 
been treated by means of high voltage x-rays applied 
to the tumor subsequent to radical mastectomy. 
In most instances a biopsy had been obtained before 
therapy was instituted and when ulceration had 
occurred serial biopsies were taken during the course 
of the irradiation. The purpose of the report is to 
set out the structural changes which occur in the 
malignant tissue of the breast as a result of high 
voltage x-ray irradiation. The report is based on 60 
cases from which 74 specimens were obtained. The 
majority of the patients received a total tumor dose 
of from 2,000 to 4,000 roentgens, but when multiple 
biopsies were performed it was possible to observe 
the effects of lower dosages. The most striking 
feature noticed was the actual disappearance of 
malignant cells following irradiation. This took 
place either by acute cell dissolution, immediately 
or delayed, or by alteration of the cell structure 
followed by death. 

Correlation of the changes found with the x-ray 
dosage given permitted definite conclusions. 

1. A dosage below 2,000 roentgens was insufficient 
to produce any significant changes, but as the dose 
increased a progressively larger number of cases 
were affected. 

2. In all cases receiving a 3,000 roentgen dosage 
no malignant cells could be demonstrated. How- 
ever, the damage to normal tissue when the dosage 
was increased above 4,000 roentgens (using the 
apparatus of the voltage employed for the series of 
cases studied) resulted in excessive changes. 

It is proposed to continue the studies along the 
lines laid down with observation of the changes in 
carcinoma of the breast following gamma irradiation 
by means of teleradium therapy and supervoltage 
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apparatus, in order to compare and contrast the 
results obtained with those already set out in the 
article. STEPHEN A. ZrEMAN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


The Collateral Circulation to the Lungs. F. B. 
Cocxett and C. C. N. Vass. Brit. J. Surg., 1950, 
38: 97. 

On observing the improvement in a child with 
Fallot’s tetralogy after an unsuccessful surgical 
correction, it was argued that the improvement in 
the general condition came about by reason of the 
extensive dissection and adhesions which developed 
between the lung and the chest wall. An anas- 
tomotic blood vessel had formed in the adhesions, 
bringing a new systemic blood supply to the lung. 
It was thought desirable to follow these clinical 
observations by experimental investigation. It was 
queried: Does a lung whose main supply of blood 
has been curtailed or cut off attract to itself a col- 
lateral circulation, and, if so, where does this cir- 
culation come from, how does it enter the lung, and 
how does it anastomose with the pulmonary arte- 
rial system in the lung? Is it by way of the adhe- 
sions, and, if so, how do these vessels enter the 
lung? Is a lung whose main blood supply comes 
through these collateral channels efficient enough 
to support life? 

Dogs were used as experimental animals. The 
main pulmonary artery to the lung was tied at a 
first operation. Three months later a thorough 
inspection of any collateral circulation was made, 
and then as much as possible of the parietal and 
mediastinal pulmonary arteries were stripped. The 
chest was then closed. Three months later, under 
anesthesia, the side of the chest opposite to that on 
which the adhesions were created was opened. 
The main bronchus to that lung was tied off and 
the chest was rapidly closed. Life depended there- 
fore entirely on the collateral circulation through 
the bronchial arteries, and adhesions through the 
one lung which was being ventilated. Immediately 
after death the lung was injected with an India 
ink preparation, either through the pulmonary ar- 
teries alone or through adhesions alone, or both. 
By the use of sections, it was seen that the bronchial 
and the pulmonary arterial system as well as the 
lung capillary can be injected through collateral 
vessels developed in adhesions to these lungs. In 
normal lungs it was impossible to inject either the 
pulmonary arteries or the lung capillaries through 
the bronchial arteries. It was concluded, there- 
fore, that in lungs in which the pulmonary artery 
has been tied off, blood from vessels in the adhe- 
sions and from the dilated bronchial vessels enters 
the bronchial arteries and into the lung capillaries. 
This anastomotic shunt has been referred to as the 
“bronchopulmonary shunt.” 

This shunt mechanism may be of the greatest 
importance in some cases of bronchiestasis, in ate- 
lectasis, in some conditions of collapse, and in con- 
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solidation, tuberculosis, or infection. The thought 

is given that probably the bronchopulmonary shunt 

may be a means of nutrition of the fetal lung. 
STEPHEN A. ZIEMAN, M.D. 


Alveolar Cell Tumors of the Lung. C. ALLEN Goon, 
Joun R. McDonatp, O. THERON CLAGETT, and 
EuceEneE R. GrirritH. Am. J. Roentg., 1950, 64: 1. 


Alveolar cell tumor of the lung is a rare neoplasm 
which has attracted a great deal of interest in recent 
years because of its apparent multicentric origin 
from the cells lining the pulmonary alveoli, and be- 
cause of its apparent morphologic similarity to a 
disease of sheep known as “‘jagziekte” or “Montana 
progressive pneumonia.” Most of the 52 cases which 
have been reported in the literature have been ob- 
served at autopsy, there being only 3 instances in 
which surgical procedures were employed in treat- 
ment. Since February, 1943, the authors have ob- 
served 8 patients who were found to have alveolar 
cell tumor of the lung and who were treated surgically 
by some type of pulmonary resection. A search of 
their files has disclosed 4 additional cases which were 
encountered at autopsy. The 12 cases are reported 
in detail. 

The majority of case reports of this lesion in the 
literature have been listed under the following 
headings, all of which appear to the authors to be 
different interpretations of a comparable disease 
process: pulmonary adenomatosis, alveolar cell tu- 
mor, and alveolar cell carcinoma. A disease with 
very similar morphology has been observed in sheep, 
mice, horses, and guinea pigs. Whether the con- 
dition in animals is a true neoplasm or an infection 
has not been adequately settled at this time. 

The authors believe that alveolar cell tumor is a 
distinct pathologic entity. It is a condition which is 
relatively rare but which will probably be encoun- 
tered more frequently because of the present willing- 
ness of thoracic surgeons to explore lesions in the 
lungs for which a definite preoperative diagnosis 
cannot be made. The condition is progressive and 
will ultimately cause the death of the patient by 
suffocation or by involvement of distant organs. 

Roentgenologic examination is valuable because 
it can locate the lesion and may at times be the first 
indication that the disease is present. It is useful in 
outlining the extent of the disease and it aids in 
establishing operability. The roentgenologic exam- 
ination alone will not establish the diagnosis. 

Although bronchoscopic examination is seldom of 
value in identifying the lesion, material obtained 
through the bronchoscope, either as tissue for biopsy 
or as secretions from the bronchial tree, may, when 
examined microscopically, enable one to establish a 
definite diagnosis. 

The most valuable single aid in diagnosis is the 
cytologic examination of sputum or bronchial se- 
cretions. In the majority of instances this examina- 
tion should indicate that a neoplastic process is 
present in the lungs, and on some occasions may 
even offer a definite diagnosis of alveolar cell tumor. 
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Although the clinical history may be helpful when 
typical sputum is present in conjunction with cough 
and dyspnea, the history may be no different from 
that obtained from patients with other types of 
pulmonary disease. Cough is a prominent feature 
and hemoptysis is frequent. Loss of weight may or 
may not occur. 

Surgery offers the only effective treatment which 
is known at the present time. It is indicated when- 
ever the lesion is localized to one lung or one lobe 
of the lung. Although it is too early to draw con- 
clusions and the material which forms the basis of 
this report is too small, it would seem that pul- 
monary resection may at least alleviate the patient’s 
symptoms and may even offer hope of a cure. 
Further study and observation of cases will decide 
whether or not lasting cures can be obtained. 


Is Radical Lung Surgery Justified in Cases of Tumor 
Metastasis? Paut Rupstrom. Acta chir. scand., 
1950, 100: 169. 

It is often impossible to determine whether a 
growth in the lung is a primary lung tumor or a meta- 
static deposit. According to some American authors, 
the most important criteria for the surgical removal 
of a presumed solitary metastatic lesion of the lung 
are: 

1. A thorough physical and roentgen examination 
must have established that no other metastatic de- 
posit exists. Such an examination must include care- 
ful palpation of the lymph glands, skin, and liver, 
and a meticulous roentgen examination of the lungs 
and skeleton. 

2. It must be certain that the primary tumor has 
been radically removed. At least 3 years must have 
elapsed since its removal. In doubtful cases, an ex- 
ploratory examination and biopsy are recommended. 

3. The general condition of the patient must be 
such that pulmonary resection is possible. 

When determining whether the presumed solitary 
metastasis really is the only one, much can be de- 
duced from the interval between the operation for 
the primary tumor and the appearance of the pul- 
monary metastatic deposit. If only one metastasis 
can be demonstrated after an appreciable number of 
years following the primary operation, probably no 
other metastatic deposits are present. 

The collected material referable to the subject is 
small, but it provides a clue to answering the several 
questions regarding the problem. Sarcomas in any 
location in the body, and carcinomas in the kidney, 
rectum, and the female reproductive organs seem to 
cause solitary lung metastases to a considerably 
greater extent than do other tumors. The excision of 
pulmonary metastases is justified if the lesion is a 
solitary one. 

It should be taken into account when an operation 
for metastatic lung tumors is being done that second- 
ary dissemination is possible. Careless technique 
may cause secondary spread. Without operation, 
the prognosis is poor in all cases. The operative 
mortality rate is low. Orvit_e F. Gries, M.D. 


246 


Considerations of Bronchiogenic Carcinoma. Ev- 
ARTS A. GRAHAM. Ann. Surg., 1950, 132: 176. 

Bronchiogenic carcinoma is one of the most com- 
mon forms of visceral carcinoma, and may be the 
most common form of visceral carcinoma in man. 
The main symptoms are cough and blood-streaked 
sputum. Roentgenography, bronchoscopy with bi- 
opsy, and examination of the sputum for cells 
makes diagnosis possible in about 75 per cent of 
the cases. There seems to be mounting evidence 
that the so-called bronchial adenoma is potentially 
malignant and may require radical therapy. 

A review of the early attempts at pneumonec- 
tomy are given. Thoracoplasty is not necessary 
after pneumonectomy unless empyema develops. 
Extirpation of bronchial carcinoma is attended by a 
high mortality after 60 years of age because of cir- 
culatory complications which develop. Pleural effu- 
sion is not a contraindication to surgery. Bloody 
pleural fluid, tumor cells found in fluid, evidence 
of nerve involvement, or recognition of metastases 
are considered contraindications to radical surgery. 
The author prefers a two-layer bronchial stump 
closure: mattress sutures with over-and-over inter- 
rupted silk for the end. Penicillin is instilled in the 
pleural cavity following surgery. The operative 
mortality for pneumonectomy is about 10 per cent, 
with a 28 per cent 5 year survival in the author’s 
hands. Rosert L. Craic, M.D. 


Histologic Diagnosis of Bronchial Cancer by the 
Examination of Secretions Procured during 
Bronchoscopy (Le diagnostic histologique des can- 
cers bronchiques par l’examen des sécrétions pré- 
levées sous bronchoscopie). J. DELARUE, J. Patt- 
tas, M. Levy, and R. Gracosi. J. fr. méd. chir. 
thorac., 1950, 4: 313. 

In one year’s time the authors have diagnosed 41 
cases of primitive bronchial cancer: 19 cases by the 
ordinary method of brochoscopic biopsy and 22 by 
the suction method under conditions such that 
biopsy could not be realized. Eight cases in which 
this latter method was used (with appurtenant 
roentgenographs and photomicrographs) are report- 
ed in detail. 5 

The method here cited, and described in other 
previous articles, was developed in attempts to 
establish a cytologic diagnosis of bronchial cancer. 
Recently attempts have been made to procure 
tumor fragments by pushing the rubber-tipped 
sound close to the tumor and using powerful suction. 
The material procured is then washed out of the 
sound by a 30 per cent solution of formalin, em- 
bedded in paraffin and sections, just as in ordinary 
histological studies. 

In cases in which bronchoscopy does not disclose 
a lesion of the large trunks of the air passages, but 
the roentgenogram indicates a pathologic condition 
in the corresponding lobes, the secretions from these 
bronchi are aspirated and examined microscopically; 
in cases such as these it is but rarely thatethe diag- 
nosis can be more than a cytologic diagnosis with 
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its proneness to error. The chief source of error is 
considered to be the agglomerations of desqua- 
mated epithelial cells of the normal bronchus; these 
agglomerations may simulate cancer. 

The suction method is of most value in those 
cases in which both roentgenography and bron- 
choscopy disclose lesions of the bronchi but in 
which bronchoscopic biopsy is not realizable. This 
condition is generally encountered in 3 classes of 
cases. First there are the cases in which the bronchi 
are normal on direct examination but indirect 
lateral vision discloses in the bronchi to the upper 
lobes (or in one of their branches) evidence of ex- 
trinsic pressure or tumor nodules, cases in which, 
even with the bent, biting forceps, the biopsy would 
be too difficult. Secondly, there are the cases with 
narrowing of the air passages such that the bron- 
choscope cannot be forced past the stenosis. Third- 
ly, there are the cases in which the inferior or 
superior branchings of the bronchus are so abrupt 
as to render bronchoscopic exploration impossible. 

In all these cases the aspiration is pushed as far 
as possible towards the periphery, past the stenosis, 
or beyond the abrupt change of direction, or to the 
visible but inaccessible tumor nodules. 

In this manner the tumor fragments procured 
are usually of such size as to be visible to the un- 
aided eye and may attain a length of 5 or 6 mm. 

The application of the method has resulted in a 
doubling of the number of histologic diagnoses of 
bronchial tumors. 

In the discussion, Rist remarks upon the fact 
that of the 8 case histories appended, all but one 
concerned tumors of the left lung, and he asks if 
that be an indication that bronchial tumors in 
general are more frequently on that side. Delarue, 
however, explains this discrepancy on the basis of 
the greater difficulty in procuring bronchoscopic 
biopsies from the left side. 

JouNn W. BRENNAN, M.D. 


Surgical Removal of Suppurative and Neoplastic 
Pulmonary Lesions (La chirurgia di exeresi nelle 
affezioni suppurative e neoplastiche del polmone). 
AMEDEO D1 GENNARO. Riforma med., 1950, 26: 722. 


The author’s material comprises 45 lung abscesses, 
15 bronchiectases, and 12 primary tumors. He 
stresses the fact that the success of the operation 
depends largely on an early diagnosis. 

The following operations were performed: 1 ex- 
ploratory thoracotomy, 3 lobectomies, and 2 pneu- 
monectomies. In one patient, pneumonectomy was 
performed for a neoplasm, and in another patient 
for a chronic abscess of the lung, of undetermined 
origin. One patient succumbed to cardiorespiratory 
decompensation within 24 hours after the operation. 
The author follows Crafoord’s technique of pneu- 
monectomy, and uses endotracheal anesthesia, with 
pentothal and curare, nitrous oxide, ether, and 
oxygen. 

Pleural shock was never seen by the author and 
he doubts its existence. Josern K. Narat, M.D. 
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Chronic Pleural Empyema with Fistula and Surgi- 
cal Treatment (Empiema pleurico cronico fistoliz- 
zato e terapia chirurgica). GIAN CARLO PERACCHIA. 
Minerva med., Tor., 1950, 1: 985. 

On the basis of 8 cases of chronic pleural em- 
pyema due to pyogenic organisms and 5 cases due 
to tubercle bacilli, the author presents the following 
conclusions: 

In acute pyogenic and tuberculous empyemas 
the medical treatment must be short; if it fails, 
surgical treatment becomes an urgent necessity. 
Pleurotomy with tube or siphon drainage is indi- 
cated in children and may be considered as a first 
adjuvant stage in adults in whom the intervention 
of choice is costopleurotomy at the lowest point. 
When acute empyema has not tended to heal in 
3 to 4 months and there is no reason to suspect 
technical or other errors, when the residual pleural 
cavity remains unchanged and the purulent secre- 
tion is constant, accompanied by gradual pleural 
thickening with pulmonary incarceration or retrac- 
tion, everything points to chronicity of the condi- 
tion. In the presence of this situation there should 
be no further waiting, which can only favor the 
decline of the general condition of the patient and 
the occurrence of grave intoxication with amyloido- 
sis of the organs; treatment must be surgical only 
and, if timely, its early action will always insure 
good results. In small residual basilar or medio- 
basilar pleural collections it is always advisable to 
perform phrenicotomy before passing on to tho- 
racoplasty, because it may cause healing, as observed 
in some of the present cases. 

Restricted or wider thoracoplasty, according to 
Schede, is indicated in partial pleural cavities with 
slight pulmonary thickening, but in large sacs with 
considerable pulmonary: thickening and retraction, 
Schede’s thoracoplasty or, better still, that of Do- 
nati, must be associated with decortication, and 
with pneumopexy if there is any doubt about the 
possibility of complete re-expansion of the decorti- 
cated lung. Sometimes these associated interven- 
tions in total or subtotal pleural sacs may leave 
small median or basilar residual sacs; subsequent 
treatment by phrenicotomy or short resection of 
one or two ribs is usually successful. 

In a case of residual subtotal pleural cavity from 
pyogenic empyema, the pulmonary thickening and 
retraction were such as to suggest a pleurogenous 
pulmonary sclerosis. The authors have not hesi- 
tated to use total posterior extrapleural thoracoplas- 
ty, according to Sauerbruch, to obtain complete 
collapse of the lung; success was complete, and it is 
well to remember that this intervention is useful, 
not to say indispensable, in such cases. They have 
used the same procedure in fistulous chronic tuber- 
culous empyemas to cure the empyema as well as 
the tuberculosis of the lung, and it has been success- 
ful in 4 cases. 

There have been no deaths. This is attributed 
to the careful and long preparation of the patients 
and to the use of local anesthesia preceded by 
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morphine scopolamine, and sometimes helped by 
small doses of barbiturates intravenously. 
RIcHARD KEMEL, M.D. 


HEART AND PERICARDIUM 


Indications, Technique, and Results of Ligature of 
the Inferior Vena Cava in 55 Cases of Decom- 
pensated Heart Disease (Indications, techniques 
et résultats de la ligature de la veine cave inférieure 
dans 55 cas de cardiopathies décompensées). E. 
DonzeELot, F. p’ALLAINES, J. LENEGRE, and Hem 
DE Batsac. Sem. hép. Paris, 1950, 26: 2319. 


Depending on the oxygen needs of the organism, 
the cardiac output varies from 5 to 20 or 30 liters 
per minute in normal persons. The greater the 
venous return to the right auricle and ventricle, 
the more the muscle fibers are extended and the 
more vigorous is the systolic ejection. According 
to Starling’s rule, “‘the energy of the contraction is 
dependent on the length of the muscle fibers.” 

This rule, however, holds true only up to a certain 
point. If, due to stenosed valves or other obstruc- 
tion, the pressure in the right heart rises more and 
more, the lengthening of the fibers is no longer 
sufficient, and right heart failure with stasis in the 
venous system develops. In this picture the kidney 
plays an important role. The diminished pressure 
in the renal artery and elevated pressure in the 
renal vein leads to diminished diuresis, retention 
of sodium and water, and increase of blood volume. 
Gradually, the full clinical picture of decompensa- 
tion, with edema, liver swelling, dyspnea, and or- 
thopnea develops. 

In cases in which medical treatment failed to 
correct decompensation, ligation of the vena cava 
distally to the renal vein often has a dramatic 
effect. Several factors contribute to the success of 
the operation: the venous return from the legs and 
the pelvic region is slowed down by collateral cir- 
culation, venous pressure in the right auricle drops 
considerably, the function of the liver and kidney 
improves, and the cardiac output increases. Finally, 
the accelerated venous return from the legs in the 
horizontal position is stopped, and consequently 
the orthopnea disappears. 

The author performed the operation in 55 pa- 
tients, 37 mitral cases and 18 hypertensives. All 
of these patients were decompensated at the time 
of the intervention. The vena cava was approached 
from a right pararectal incision two or three finger- 
breadths below the umbilicus, and a double ligature 
was placed proximally of the confluence of the 
common iliac veins. Only in obese patients, or in 
the presence of ascites, a lumboiliac incision was 
preferred. 

Six of the patients who were operated upon died 
immediately after the intervention; 7 others died 
from different causes between 6 and 60 days after 
the operation. In 9 cases recovery was complicated 
by phlebitis. 

In all of the surviving cases, the results were 
satisfactory; in 33 of them, success was spectacular: 
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Fig. 1 (Sirak e¢ al.). Schematic view of the method by which the special cardiac 
cannula, positioned within the left atrium, shunts the oxygenated blood returning 
from the animal’s own lungs to the mechanical pump. The blood is then returned to 
the systemic circulation via a glass cannula in the proximal segment of the left sub- 


clavian artery. 


the patients experienced immediate and lasting 
relief of their complaints, those who had been 
suffering from continuous dyspnea and orthopnea 
were able to move about, and in some cases were 
even able to return to work. The results were 
better in the mitral cases than in the hypertensives. 

Only in 2 cases was catheterism of the right heart 
done before and immediately after the operation. 
In one of these the pressure in the right auricle 
dropped from 290 to 140 mm., in the other from 
350 to 190 mm. after the operation. 

WERNER M. Sormitz, M.D. 


Cardiotomy into an Empty Left Ventricle. Howarp 
D 


Srrak, Epwin H. and RosBert M. 
ZOLLINGER. Surgery, 1950, 28: 225. 


Several investigators are working to perfect an 
artificial oxygenation apparatus to enable complete 
diversion of the blood supply from the heart and 
lungs. This would greatly enlarge the scope of car- 
diac surgery. Sewell and Glenn have reported a 
method of shunting the blood around the right heart 
into the pulmonary artery, utilizing the animal’s 
own lungs and facilitating surgery on the right heart. 
The authors present a method of returning oxyge- 


nated blood from the lungs to the systemic circula- 
tion, the blood not being permitted to enter the left 
ventricle. The method is well shown in the diagrams 
(Figs. 1 and 2). The cannula is a rather ingenious 
mechanism, consisting of a hollow metal tube with 
four movable metal leaflets mounted in the end, 
which is introduced into the heart. On the opposite 
side of this same end there is a blood inlet which can 
be opened or closed. By turning a knob at the other 
end, the leaflets can be closed so that they fit into the 
contour of the tube, or opened to form a circle. A 
rubber sleeve is now pulled over this end and fas- 
tened to the shaft by means of an encircling ligature. 
The rubber sleeve is sealed to the edges of the blood 
inlet with latex and that bit of rubber which overlies 
the hole is cut out. When the leaflets are opened 
there is a complete, flat diaphragm formed by the 
action of the metal leaflets opening within the rubber 
sleeve. When it is in the left atrium one side faces 
the mitral valve, which is excluded from the circula- 
tion, and the other side contains a blood inlet which 
receives the blood from the pulmonary veins. This 
blood is then passed into a pump, as illustrated, and 
forced into the proximal end of the divided left 
subclavian artery. 
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Fig. 2 (Sirak et al.). Drawing of the pump showing the flow of blood being directed 
by the action of the flutter valves, in both phases; A, diastole; B, systole. 


Dogs have been sustained by this apparatus for as 
long as 20 minutes, with the ventricle open. The 
maximum length of time possible has not been deter- 
mined. The authors report that with the pump in 
operation the left ventricle became soft and con- 
tracted feebly, whereas the right ventricle continued 
to function normally. As soon as the blood load was 
returned to the left ventricle, it, too, resumed normal 
rhythm. Other than an occasional extrasystole, no 
arrhythmia ever occurred either during the insertion 
of the cannula or while the apparatus was per- 
forming. 

Ten dogs were used; 5 died. Three deaths were 
due to mechanical and technical failures at the oper- 
ating table during development of the method. The 
2 other deaths, occurring postoperatively, resulted 
from (1) anoxia from pulmonary distention which 
led to cardiac arrest (this responded to massage, 
but produced irreparable cerebral damage), and 
(2) hemorrhage from a tear in the subclavian vein. 


Beatty H. Ramsay, M.D. 


The Occurrence of Endocarditis with Valvular De- 
formities in Dogs with Arteriovenous Fistulas. 
C. W. LIttene!, J. R. R. Boss, and M. B. Vis- 
SCHER. Ann. Surg., 1950, 132: 577. 

It has been established experimentally that the 
injection of bacteria, without or with some form of 
injury to the heart valves, has constituted the most 
successful method for the production of experi- 
mental endocarditis. This work, however, has left 
unanswered the fundamental question as to why, 


under certain conditions, bacterial infection appears 
to have such a predilection for endothelial surfaces, 
especially those of the heart valves. The present 
experimental work has served to emphasize several 
factors of importance in promoting this valvular 
susceptibility. 

Following the construction of arteriovenous fistu- 
las of sufficient size, it was necessary only to allow 
a minimum time, of from 4 to 6 weeks, to elapse for 
the development of endocarditis. There is a very 
definite level to which the cardiovascular work 
load must be increased, in order for endocarditis to 
develop regularly. When the cardiovascular stress 
is below this level, the dogs’ hearts remain immune 
to the development of “spontaneous” endocarditis. 
The occurrence of heart failure is not essential for 
the production of endocarditis. 

The duration of the arteriovenous fistula stress 
is of importance in the genesis of endocarditis. 
Following the introduction of an arteriovenous load 
sufficient to be followed by endocarditis, the earliest 
time at which the diagnosis of endocarditis could 
be established was about 1 month. The size and 
duration of the fistula stress are important condi- 
tioning factors for the occurrence of endocarditis. 
Approximately 75 per cent of the dogs with suffi- 
ciently large arteriovenous shunts existing for more 
than 4 weeks have developed a “spontaneous” 
endocarditis 

The age of the animals was important only in 
regard to the position of the fistulas. In old dogs, 
bilateral femoral fistulas or a single iliac fistula 


249 
" 
RuBBER 
INLET AN FLUTTER VALVES 
GLASS CHAMBER WA 
HOSE TO 
=_\ 
eer 
\\ 


250 


resulted in endocarditis, whereas larger vessels need- 
ed to be involved in young dogs in order that endo- 
carditis should follow. ; 

Grossly, the valvular lesions varied in appearance 
from the soft friable vegetations morphologically 
similar to those seen in bacterial endocarditis in 
man to the firm smooth vegetations typical of rheu- 
matic endocarditis. Microscopically, also, the 
changes in the heart valves show striking similar- 
ities to bacterial and rheumatic endocarditis in 
man. One animal in the series with endocarditis 
was found to have a typical microscopic picture of 
acute glomerulonephritis. 

In all dogs with endocarditis, of which the blood 
was cultured, organisms were present in the blood. 
There is nothing specific about the type of organism 
necessary to cause endocarditis, nor is there any 
relationship between the type of infecting organism 
and the type of pathology within the heart. 

The animals which developed endocarditis had 
large adrenal glands. Since the dogs with large 
arteriovenous fistulas, which were sacrificed before 
they had developed endocarditis, also had enlarged 
adrenal glands, it would appear that adrenal gland 
hypertrophy precedes the development of valvu- 
litis. Animals with small arteriovenous fistulas 
which were insufficient to cause endocarditis had 
adrenal glands of normal weight. 

The susceptibility to the endocarditis observed 
is apparently related to two main factors: 

1. A mechanical factor pertinent to the enormous 
increase in the work thrust upon the heart by the 
large arteriovenous fistulas. Traumatic damage to 
the heart valves (incident to the increased output) 
is included in this heading. 

2. An endocrine factor, due possibly to an im- 
balance of the hormone secretion from the adrenal 
glands, or to an alteration of this secretion. 

SAMUEL Kann, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Congenital Atresia of the Esophagus. R. H. R. BEt- 
sey and C. P. Donnison. Brit. M.J., 1950, 2: 324. 


The incidence of congenital atresia of the esv- 
phagus is, in the minds of the authors, greater than 
is generally suspected, reaching at least 1 case in 
800 births. The authors believe that in many deaths 
from pneumonia or atelectasis, the conditions are 
actually induced by esophageal atresia. 

Prompt diagnosis can be made, and the condi- 
tion should be suspected in any infant bringing up 
fine frothy mucus for several hours after birth. 
Under such conditions, feeding should be inter- 
dicted until atresia can be excluded. Many infants 
will produce frothy mucus for a time after birth, 
but the fine character of the bubbles in congenital 
atresia seems to be an important suggestive finding 
when it persists or increases. Cyanosis, atelectasis, 
and choking at feedings are, of course, generally 
referred to, but the authors would like to have 
suspected the diagnosis before the advent of such 


INTERNATIONAL ABSTRACTS OF SURGERY 


serious complications. Active treatment consisting 
of aspiration of the pharyngeal secretions, and the 
administration of penicillin and other supportive 
measures, should be begun when the condition is 
ee and while diagnostic measures are under- 
taken. 

The diagnosis of esophageal atresia can be made 
by passing a stiff catheter into this passage. A small 
amount of iodized oil instilled through this may 
help clarify the situation in x-ray studies. The 
presence or absence of air in the stomach gives a 
valuable clue as to the presence of a fistula and the 
patency of the lower esophageal segment. 

Surgical correction of the defect with establish- 
ment of continuity of the digestive tract is the 
only possibility for a favorable outcome and should 
be resorted to promptly. Anesthesia (intratracheal 
ether) skillfully administered is of prime import- 
ance. Full supportive treatment must not be over- 
looked. 

The surgical procedure favored is to expose the 
mediastinum by a right transpleural approach. The 
esophageal ends are isolated and the tracheal fistula 
is closed. The distal stump is trimmed back to in- 
sure a line of anastomosis with an adequate blood 
supply. A single layer anastomosis with interrupted 
stainless steel sutures is carried out. Feedings are 
begun 24 hours after operation. 

When no lower segment is present, the upper eso- 
phageal stump is brought out as a cervical stoma. 
The distal portion is placed into the abdomen and 
the chest closed. Through an abdominal approach 
it is then mobilized and brought to the outside as a 
gastrostomy stoma. Esophageal continuity is to 
be re-established later. 

The authors’ series comprises 10 patients, 5 of 
whom are living and well. Brief case histories are 
given. Hiram T. Lancston, M.D. 


Perforation of the Esophagus. An Analysis of 50 
Cases and an Account of Experimental Studies. 
D. SrEyBotp, MArRcELLUS A. JOHNSON, 
III, and Wirtram V. Leary. Surg. Clin. N. 
America, 1950, 30: 1155. 

Fifty cases of perforation of the esophagus treated 
at the Mayo Clinic during the period from 1907 
through June, 1949, were analyzed from the stand- 
point of etiology, pathology, diagnosis, and treat- 
ment. The incidence of this lesion has increased sub- 
stantially in the past decade, and this increase can 
be correlated with the increased use of instruments in 
the diagnosis of diseases of the esophagus and stom- 
ach. The esophagoscope, the dilating bougie, and 
swallowed foreign bodies are the most common 
causes of esophageal perforation. 

The esophagoscope and swallowed foreign bodies 
most commonly produce perforation at the pharyn- 
goesophageal level. On the other hand, those perfor- 
ations due to the dilating bougie almost always occur 
a short distance above the diaphragm. 

In general terms, perforations occur at the sites of 
normal and pathologic narrowing of the esophagus. 
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It seems probable that three mechanisms of perfor- 
ation exist: simple rupture of all the layers of the 
wall of the pharynx or esophagus, laceration of only 
the mucosa followed by intramural suppuration 
which subsequently reaches periesophageal tissues, 
and pressure necrosis produced by a retained and 
impacted foreign body. 

At the pharyngoesophageal level the posterior 
wall is peculiarly vulnerable, but perforation may 
occur anteriorly or through a pyriform fossa. 

The location and extent of infection secondary to 
perforation is determined by the relation of the 
pharynx and esophagus to the fascial planes of the 
neck and by the relation of the esophagus to the 
pleura and pericardium in the inferior mediastinum. 

Most infections which result from perforations of 
the esophagus enter the retrovisceral space which, 
lying immediately behind the pharynx and esopha- 
gus, extends from the base of the skull to the dia- 
phragm. Some infections, however, particularly 
those which follow perforation of the anterolateral 
wall of the upper portion of the esophagus or of the 
pyriform fossa, involve the pretracheal space. In the 
pretracheal space, infection can also descend into the 
thorax. 

Because of the intimate relation of the pleural sac, 
particularly on the left side, with the lower part of 
the thoracic portion of the esophagus, direct pleural 
entry and empyema are very common in perfora- 
tions of the esophagus just above the diaphragm. 

The diagnosis of perforation of the esophagus is 
based on a history of pain in the neck or thorax and 
dysphagia following esophageal instrumentation or 
the swallowing of a foreign body; on the signs of 
‘fever, tenderness in the neck, crepitation in the neck, 
or signs of air or fluid in a pleural cavity; on the 
presence of leucocytosis; and on the roentgenograph- 
ic signs of widening of the superior mediastinum, 
emphysema in the neck or mediastinum, anterior 
displacement of the trachea in the neck, and the 
presence of fluid or gas or of both in one or both 
pleural spaces. All or any combination of these signs 
may be present. 

Esophagoscopic examination and roentgenoscopic 
examination with an opaque medium are unneces- 
sary for accurate diagnosis and proper treatment. 

Perforation of the esophagus, as does perforation 
of any hollow viscus, calls for prompt surgical inter- 
vention. 

The principle of early surgical intervention is 
equally as applicable to the treatment of perfora- 
tions of the esophagus as it is to perforation of any 
other hollow viscus. General recognition of the effi- 
cacy of cervical mediastinotomy for the drainage of 
infection in perforations of the pharynx and esopha- 
gus in the neck has been due to the work of von 
Hacker, Marschik, Lerche, Furstenberg, Neuhof, 
and Jemerin. Nasiloff and Lilienthal were primarily 
responsible for the modern approach to the posterior 
mediastinum in the lower portion of the thorax, and 
it was Gaudiani who first pointed out that such an 
approach as had been described by Nassilow was 


THE THORAX 251 


necessary only for infections lying inferior to the 
level of the fourth thoracic vertebra. 

Classic cervical mediastinotomy will not drain all 
deep cervical infections which result from perfor- 
ation of the esophagus. It is satisfactory only when 
the infection lies in the retrovisceral space. A brief 
description was given in a case in which pus was 
found in the pretracheal space. Clinical and experi- 
mental observations which suggest that the source 
of this infection was perforation in a pyriform fossa 
were presented. If, in treating a patient with a per- 
foration of the esophagus in the neck, the surgeon 
fails to discover pus in the retrovisceral space, he 
should seek it in the pretracheal space. Preliminary 
examination of the hypopharynx of such a patient 
with a mirror or laryngoscope may yield valuable 
information. 

Perforation of the lower portion of the esophagus 
may be followed by suppurative mediastinitis alone, 
empyema alone, or the simultaneous existence of 
mediastinitis and empyema. These lesions singly and 
in combination demand prompt surgical drainage. 
Basic principles of successful treatment are adequate 
drainage, and prompt and complete re-expansion of 
the lung. This can be accomplished by extrapleural 
drainage of the posterior inferior mediastinum, clos- 
ed drainage of the pleural space, or a combination of 
the two procedures. 

The surgical procedure must be adapted to the 
nature of the lesions which result from perforation. 

Endoscopic drainage is limited to those cases in 
which an abscess drains promptly into the lumen of 
the esophagus when a foreign body is removed with 
the aid of an esophagoscope. 

Esophagocutaneous fistulas are uncommon, and 
gastrostomy or jejunostomy for purposes of feeding 
are not often needed. 

. Neither advanced age nor the delay of a day or 
two in the institution of surgical drainage had a 
measurably adverse effect on the hospital mortality 
in the group of cases studied. 

Correlation of the factors of the pathologic pro- 
cess, adequate surgical drainage, and the intramus- 
cular administration of penicillin with the hospital 
mortality rates seemed definite. For the whole 
group of patients treated surgically, the outlook for 
those who had an associated empyema was poorer 
than that for those who did not; the outlook for 
those who were treated surgically was much better 
than that for those who were not so treated; and this 
outlook was improved still further by the intramus- 
cular administration of penicillin in the usual thera- 
peutic doses. 


Esophageal Tumors. Pathology, Diagnosis, and 
Surgical Treatment. P. E. IRELAND and D. P. 
Bryce. Arch. Otolar., Chic., 1950, 52: 1. 

The authors summarize the pathologic processes, 
the diagnostic procedures, and the surgical methods 
of treatment of tumors arising from the esophagus. 

Benign tumors are rare. Moersch and Harrington 
found 44 benign lesions among 7,400 cases, at au- 
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topsy. Since many tumors do not produce symp- 
toms their clinical incidence is much less. They are 
more common in the middle and lower third of the 
esophagus, are often multiple, and are more common 
in men than women. Submucosal tumors, which 
include cysts, hemangiomas, mucoceles, neurofibro- 
mas, papillomas, and polyps, are more common in 
the upper esophagus and are frequently peduncu- 
lated. Mural tumors are usually myomas, are more 
common in the lower esophagus, and rarely obstruct 
the lumen. 

Carcinoma of the esophagus is a disease of men. 
It accounts for 5 to 7 per cent of all cancers in males. 
Only 5 per cent of esophageal cancers occur in 
women, although postcricoid carcinoma occurs al- 
most exclusively in women, and, if included as 
esophageal cancer, would raise the incidence in 
women to about 13 per cent. Cancer is usually 
found in the middle third, with the upper third least 
involved. Histologically, about 90 per cent of 
tumors are of squamous cell type II or III. Ob- 
struction is found in about 80 per cent of cancers. 
Formerly it was thought that esophageal cancers 
were slow growing, but now it is believed that they 
are a rapidly growing tumor causing death before 
metastasis becomes obvious. Only about 66 per 


cent of esophageal cancers are resectable. 

The most common early symptom is delayed re- 
gurgitation. Dysphagia is slight at first, but is pro- 
gressive. Substernal pain and a feeling of fullness 
may appear early, but are usually late symptoms. 
There are no constant early signs or symptoms, and 
in order to make an earlier diagnosis it is necessary 


to place emphasis on what may be considered in- 
significant symptoms. If carcinoma is even sus- 
pected, then both radiologic and esophagoscopic 
examinations must be utilized to prove its absence. 
It is well known that one biopsy of a suspicious area 
may not be sufficient. 

The surgical treatment of esophageal lesions be- 
gan with Czerny’s first resection of the cervical 
esophagus in 1877. It reached a turning point in 
the direct transthoracic approach in 1938. Cancers 
of the upper third should be treated by resection 
with plastic reconstruction of the continuity of the 
esophagus with the pharynx. For cancers of the 
middle and lower third, the consensus of opinion 
favors transthoracic resection with immediate intra- 
thoracic esophagogastric anastomosis. This allows 
adequate excision of both the tumor area and the 
lymph drainage chains above and below the dia- 
phragm. The operative mortality is high, ranging 
from 13 to 24 per cent; the higher the anastomosis 
the greater the mortality rate. 

Radiation therapy should be reserved for pal- 
liation. FRANK B. QUEEN, M.D. 


Cancer of the Cervical Esophagus: with Report of 
a Case. Maurice G. Bucktes. J. Thorac. Surg., 

1950, 20: 55- 
Carcinoma of the esophagus comprises about 5 
per cent of all malignant diseases. The surgical 
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approach to malignancy of the middle and lower 
thirds of the esophagus has become rather stand- 
ardized, but there is lack of agreement on the optimal 
surgical procedure for carcinoma of the upper third 
of the esophagus. In Ochsner and DeBakey’s 8,575 
collected cases, 1,717, or 20 per cent of the lesions, 
were located in the upper third of the esophagus. 
Satisfactory management of this group is a problem 
of import. 

The history of cervical esophagectomy is reviewed 
from Billroth’s contributions in 1871 through those 
of Sweet who, in 1948, reported the first successful 
radical esophagectomy with cervical esophagogas- 
trostomy. The two principal procedures in use today 
for carcinoma of the upper esophagus are local block 
resection with subsequent repair by a skin-lined tube, 
as by Wookey’s method, and total transthoracic 
esophagectomy with transphrenic mobilization of 
the stomach for cervical esophagogastrostomy. 

The authors emphasize the usual inadequacy of 
local resection of cervical esophageal carcinoma 
which does not permit wide block resection of the 
lesion with adjacent involved tissue and lymph 
nodes. Irradiation therapy affords less chance of 
cure than surgical extirpation of the lesion. A plea 
is made for earlier recognition by thorough investi- 
gation of any symptoms referable to the esophagus. 
Buckles reports in detail a successful radical resection 
of a carcinoma of the upper esophagus with cervical 
esophagogastrostomy. A 5 month postoperative ob- 
servation period showed satisfactory results. 

Tuomas Lane SToKEs, M.D. 


Rhabdomyosarcoma of the Esophagus. Pxitip THo- 
REK and BENJAMIN H. Nerman. J. Thorac. Surg., 
1950, 20: 77. 

Only 3 cases of rhabdomyosarcoma of the esoph- 
agus have been reported in the world literature. The 
authors add a fourth interesting case which consti- 
tutes the first known successful removal of a rhabdo- 
myosarcoma of the esophagus. The patient is alive 
and working, 1 year after surgery. 

The authors have collected and tabulated 58 
proved cases of sarcoma of the esophagus, consisting 
of 30 fibrosarcomas, 8 leiomyosarcomas, 5 lympho- 
sarcomas, 6 melanosarcomas, 3 rhabdomyosarcomas, 
and 7 unclassified sarcomas. 

Sarcoma of the esophagus may be ulcerative or 
polypoid, and it is most frequently found in the lower 
thoracic esophagus with a predilection for the 3 
esophageal constrictions. The symptoms may re- 
semble those of carcinoma and differentiation is diffi- 
cult except by biopsy. Sarcomas have a tendency to 
be more polypoid and pediculated than carcinomas 
and are less infiltrative. The pain of sarcoma may be 
present while fasting, while that of carcinoma is most 
marked after eating. Sarcoma is more common than 
carcinoma under the age of 30 years. When the de- 
gree of wasting is out of proportion to the degree of 
dysphagia, a sarcoma should be suspected rather 
than a carcinoma. The duration of sarcomatous dis- 
ease is shorter and the prognosis poorer, with death 
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usually occurring within 6 months after the onset 
of dysphagia. Tuomas Stokes, M.D. 


Combined Abdominal and Right Thoracic Ap- 
proach to Lesions of the Esophagus. CARLETON 
MATHEWSON, JR., and Roy Coun. Arch. Surg., 
1950, 61: 229. 

Since Adams and Phemister performed the first 
successful transthoracic esophagectomy for carcin- 
oma in 1938, surgery in this area has been encourag- 
ing. The left transthoracic approach for lesions of 
the cardia of the stomach and lower third of the 
esophagus has become a standard one. This route 
has not been entirely satisfactory for disorders in- 
volving the middle third of the esophagus, and, 
accordingly, Lewis, in 1946, and Macmanus, in 
1948, advocated a combined abdominal and right 
transthoracic approach. The higher morbidity as- 
sociated with operations in which the left trans- 
thoracic approach is used for the middle third of the 
esophagus is due to difficulty of dissection because 
of the proximity of the aortic arch and the descend- 
ing aorta. No such obstacles exist for the route on 
the right side, and after section of the azygos vein, 
the entire extent of the esophagus in the thorax 
may be exposed. If lesions are present, which are 
adherent to the aorta or the trachea, they may be 
dissected free under direct vision, compared to the 
blind dissection dictated when an approach from 
the left side has been made. Fewer pulmonary and 
cardiac reflexes occur, there is more room for anasto- 
mosis, injury to the azygos vein is not a danger, 
and bilateral open pneumothorax can be more 
easily avoided when the transthoracic incision is 
made on the right side. 

To mobilize the stomach when the incision is 
made on the left side opening of the diaphragm is 
necessary. This decreases its mobility and explains 
the common occurrence of postoperative atelectasis 
with pneumonitis in the lower lobe of the left lung. 
The stomach is more easily mobilized and an intact 
functioning diaphragm remains when an abdominal 
approach is used for this part of the procedure. 

The technique of the operation is as follows: 

A midline upper abdominal incision is made and 
the vessels in the gastrocolic omentum are ligated, 
which frees the greater curvature. Care is taken 
to preserve the right gastroepiploic artery. The left 
gastric artery is then ligated, which mobilizes the 
lesser curvature. Metastases in the abdominal lymph 
nodes or in the liver have not been considered as 
contraindications for resection of the tumor. The 
left lobe of the liver can be reflected to the right 
after section of its suspensory ligament. The lower 
end of the esophagus is freed by blunt dissection 
from its peritoneal reflection on the diaphragm. 
The esophagus is dissected from its surrounding 
ageolar tissue as high into the chest as possible. 
The abdomen is closed and the patient turned on 
his left side. 

The chest is opened (usually) in the seventh inter- 
costal space, with or without resection of the rib. 
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It is the authors’ belief that the tumor should be 
removed even though carcinoma remains in the 
chest. Usually before the beginning of mobiliza- 
tion of the esophagus it is necessary to section the 
azygos vein. After the esophagus has been freed, 
the stomach is pulled through the crus of the dia- 
phragm, care being taken not to turn it on its longi- 
tudinal axis. The anastomosis is carried out by a 
double layer technique with interrupted sutures of 
fine silk. The stomach is fixed in its elevated posi- 
tion by sutures to the mediastinal pleura. If it has 
been necessary to cut the left crus of the dia- 
phragm, the stomach should be sutured to the dia- 
phragm. The chest is then closed in the usual 
fashion with underwater drainage. 

This operation has been completed in 7 patients 
by the authors without a single postoperative death. 
In all but 1 patient it was completed in a single 
stage, a two-stage procedure being elected in 1 
instance because gastrostomy was indicated. In 5 
patients it was necessary to cut the right crus of the 
diaphragm and in 2, the normal aperture was sim- 
ply dilated. In 1 patient delayed stomach emptying 
became a serious postoperative problem; this was 
believed to be due to atony from vagotomy rathei 
than any mechanical obstruction. Six operations 
were performed for carcinoma, and 1 operation was 
done for lye stricture. The authors stress the pallia- 
tive value of resection for esophageal carcinoma 
even though the case may be recognized as incur- 
able. C. Freperick Kittie, M.D. 


Partial Esophagogastrectomy in the Treatment of 
Esophagogastric Varices. Pau, W. ScHAFER and 
C. FREDERICK KITTLE. Arch. Surg., 1950, 61: 235. 


The failure of esophagogastric varices with their 
severe complication of hemorrhage to respond to 
previously suggested methods of therapy encouraged 
the authors to perform esophagogastrectomy in 6 
patients. Of these, 5 were between the ages of 7 and 
22 years, and presented the most serious problem 
because of the yet unsolved difficulties posed by so- 
called Banti’s disease, in contrast to the varices re- 
sulting from portal cirrhosis in the older age group. 
The remaining patient, aged 36 years, had portal 
— with severe cirrhosis and splenome- 
galy. 
Of the 6 patients whose case histories are described 
in this article, the 5 younger ones had all experienced 
nearly fatal episodes of exsanguination on numerous 
occasions. In none was there evidence of generalized 
portal hypertension. Resection of the lower portion 
of the esophagus and the larger part of the stomach 
was done, including splenectomy, except in the 3 
patients in whom it had been done previously. The 
postoperative course in each was uneventful, with one 
exception in a patient who had a rather persistent 
left pleural effusion. The first patient, aged 7 years, 
had other congenital anomalies (imperforate anus, 
rectovaginal fistula, and megacolon) and an attempt 
was made to repair these. This patient was the only 
one to have a recurrence of hematemesis after resec- 
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tion, death from hemorrhage occurring 21 months 
postoperatively. 

The remaining 4 patients of the younger age group 
have had no further known bleeding. The patient 
with generalized portal hypertension in the older age 
group had migratory superficial and deep thrombo- 
phlebitis with pulmonary infarcts and pulmonary ef- 
fusions in her postoperative course, which finally re- 
sponded to anticoagulant therapy. Since then, the 
course has been uneventful, with no evidence of re- 
current varices, although these are anticipated. 

The authors admit that this group of patients has 
been followed up for too short a period to warrant 
any definitive conclusions regarding the eventual re- 
sults. They stress the spectacular palliation obtained 
by resection of the lower esophagus and stomach for 
bleeding esophagogastric varices, and believe such a 
procedure is warranted. This method of therapy was 
first suggested by Phemister and Humphreys in 
1947. C. FReperick Kittie, M.D. 


Reconstruction of the Esophagus. Mortimer H. 
SHaw. Brit. J. Plast. Surg., 1950, 3: 96. 


The ideal method of treatment of a thoracic esoph- 
agus obstructed by an impermeable stricture is re- 
moval of the diseased portion and reconstruction of 
the channel in the posterior mediastinum. When 
this is impossible, an antethoracic esophagus may be 
prepared instead. When possible a jejunal loop may 
be brought subcutaneously to the level of the mas- 
toid process and anastomosed to the esophagus at a 
second stage. If this is technically impossible be- 
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cause of jeopardizing the bowel’s blood supply, a 
dermatojejunoesophagoplasty should be performed 
instead. The upper esophageal stump brought out 
on the chest wall may be joined by a skin tube to 
a jejunal loop carried as far upward subcutaneously 
as it will safely go. 

The author urges wider application of the methods 
of plastic surgery in the construction and anastomo- 
sis of such skin tubes used for esophageal repair. 
He illustrates some of these principles by detailing 
the construction of a cervical esophagus with local 
inturned skin flaps which were generously covered 
over externally with bilateral acromiothoracic tubed 
pedicle grafts. The author presents an interesting re- 
port of reconstruction of a thoracic esophagus which 
had been torn beyond repair by a swallowed denture. 
The upper end of the esophagus was brought out to 
the surface of the neck and the lower end was 
brought through the posterior chest wall as an emer- 
gency procedure. Suture of the esophageal stoma to 
a subcutaneous loop of jejunum was unsuccessful. A 
prefabricated skin tunnel inside of a large tubed 
pedicle was constructed on the abdomen and subse- 
quently moved by a wide attachment to the right 
forearm and wrist. Its upper end was then moved to 
the neck and the lower end still later was anasto- 
mosed laterally to a jejunal loop. The lower esoph- 
ageal stump was subsequently closed. Barium 
studies show satisfactory function of this recon- 
structed esophagus, but the authors suggest only re- 
stricted use of this method. 

Tuomas StoxEs, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Hernia of the Urinary Bladder in a 3 Year Old Boy 
(Przepuklina pecherzowa u 3-letniego dziecka). 
STaNIstAw SoK6n. Polski przegl. chir., 1950, 22: 99. 


A 3 year old boy had been operated upon previ- 
ously for congenital bilateral inguinal hernia. At 
this recording the recurrent swellings were the size 
of a goose egg on the left side and that of a hen’s 
egg on the right side. 

At reoperation on the right side, under general 
ether anesthesia, the scar from the previous opera- 
tion was resected and the lower edge of the internal 
oblique muscle exposed. The large hernial sac was 
thin-walled and presented a wide neck. Lateral to 
its neck could be seen the vasa epigastrica inferiora; 
medial and posterior, attached to the wall of the sac 
was a walnut-sized tumor, spherical and somewhat 
elastic, and between this tumor and the hernial sac, 
running upward, was the ligamentum umbilicale 
laterale. In the attempt to separate the adhesions 
between the sac and the tumor, the tumor mass was 
incised accidentally and urine spurted forth. The 
incision was immediately closed with three rows of 
interrupted stitches, the 2 deeper rows of catgut and 
the remaining row of silk. 

The hernia operation was concluded according to 
the method of Ferrariego and a permanent catheter 
was inserted into the bladder. Six days later the 
catheter was withdrawn. Three weeks later the in- 
troduction through the catheter of a shadow-casting 
fluid showed a normal position and form of the blad- 
der. The patient left the hospital a month after the 
operation and returned 2 months later for check-up. 
The grandmother of the child stated at this time 
that following the first operation the child suffered 
from frequency of urination and that this symptom 
had disappeared after the second intervention. 

The author explains the involvement of the blad- 
der in the recurrent hernial sac as the result of a pull 
exerted on the bladder by the herniating peritoneal 
sac through the medium of the adhesions con- 
tracted as a result of the first operation. 

The final diagnosis, through Hesselbach’s triangle, 
was recurrent inguinal hernia with paraperitoneal 
involvement of the urinary bladder. 

The author believes that the patient in this case 
was the youngest with bladder hernia so far found 
in the Polish national medical literature. 

Joun W. BRENNAN, M.D. 


Agnogenic Venous Mesenteric Thrombosis. FRANK 
B. Berry and JAmes A. Boucas. Ann. Surg., 1950, 
132: 450. 

Mesenteric thrombosis, always a terrifying ab- 
dominal emergency, usually takes one of two forms. 
The arterial form is not discussed in this article. The 
venous form is caused usually by one of four etiologic 


agents, namely, infection, blood dyscrasia, trauma 
to the mesenteric veins, or mechanical causes such 
as portal stasis, adhesions, or volvulus. There is, 
however, a certain number of cases of the venous 
type for which no definite etiology can be found. 

Thirteen instances of this agnogenic variety of 
venous mesenteric thrombosis were found in 12 pa- 
tients at the Presbyterian Hospital in New York. 

These patients were admitted during the past 22 
years and were among about 54,000 surgical admis- 
sions. There occurred also, during this same period, 
42 cases of venous mesenteric thrombosis with known 
etiology. One patient had 2 episodes, 32 months 
apart. 

PThe 12 cases are reported in detail. There were 
5 recoveries, one patient surviving 2 attacks. The 
5 patients who obtained good results were those who 
had been operatively treated, and in 4 of these, 
anticoagulants were administered postoperatively. 

In a discussion concerning the possible etiology of 
this condition, it is pointed out that probably some 
change in balance of the hematologic elements con- 
cerned in coagulation played the major role in pro- 
ducing thrombosis of the mesenteric veins. It is 
interesting to note that one patient had experienced 
seven previous hospital admissions for migrating 
thrombophlebitis of the pelvic, arm, and leg veins. 
The mesenteric attack was treated successfully with 
operative resection of a portion of the small intestine, 
and the patient remained perfectly well for 32 
months. He then experienced a second episode and 
was treated with operative resection, following which 
anticoagulants were given. This patient has re- 
mained free of symptoms for 2% years. Another 
patient had experienced three previous hospital 
admissions for thrombophlebitis of the lower ex- 
tremities, and at one time had suffered a pulmonary 
infarction. His family history revealed that he had 
had 3 brothers who had experienced repeated at- 
tacks of thrombophlebitis, and 2 of them had been 
operated upon for venous mesenteric thrombosis. 
An uneventful recovery followed intestinal resection 
in this patient. 

Agnogenic venous mesenteric thrombosis often 
displays a prodromal period. This may be repre- 
sented by past history of migrating thrombophle- 
bitis, pulmonary infarction, or vague episodes of 
abdominal discomfort. The early acute symptoms 
are those of intestinal obstruction, but later they 
more clearly resemble peritonitis. The pain is in- 
tense, often intermittent and colicky, usually gen- 
eralized throughout the abdomen, and not easily 
controlled by opiates. Rigidity is often very slight, 
although tenderness is acute. Distention occurs 
quickly. As paralytic ileus develops, audible peristal- 
sis is diminished. Melena occurs less frequently than 
one might expect. About one-third of the patients 
in this series showed blood in the rectum. Tempera- 
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ture is not elevated early, but after several days of 
severe symptoms may rise to Ior or 103 degrees; 
leucocytosis averages about 20,000. 

Only 2 of these cases were correctly diagnosed 
preoperatively. The disease is usually confused with 
nonspecific enteritis, appendicitis, peptic ulcer, in- 
testinal obstruction, lead poisoning, and acute pan- 
creatitis. Early diagnosis is essential. A perfect 
diagnosis is unnecessary but it is important to 
recognize the acute abdominal emergency requiring 
immediate surgery. A successful outcome depends 
on early operation, with resection of the involved 
area and prompt institution of anticoagulant therapy 
postoperatively. It is pointed out that heparin is 
safer and more effective than dicumarol in the early 
postoperative period. All but one of the patients 
who recovered in this series were treated with 
heparin. Curtis Artz, M.D. 


GASTROINTESTINAL TRACT 


Study of Muciparous Cells in the Stomach under 
Pathologic Conditions (Ricerche sulle cellule 
mucipare dello stomaco in alcune condizioni pato- 
logiche). Mario Gior. ital. chir., 1950, 

6: 464. 

The term “mucoid glands” is applied to certain 
cellular formations in the stomach which morpho- 
logically resemble mucous cells, but differ from them 
in regard to chemical properties: the cellular con- 
tents are not coagulated by acetic acid, are not 
dissolved by hydrochloric acid, and show the phe- 
nomena of metachromasia, i.e., are stained differ- 
ently by the customary dyes, such as mucicarmin, 
mucihematin, or Delafields’ hematoxylin. _ The re- 
sponse of mucoid cells to the dye, toluidin blue, 
also differs from that of mucous cells. A polysac- 
charide which is present in mucoid cells, is found 
as an ester in mucous cells. 

Histologic studies were made of specimens of 
resected stomachs from patients with cancer, or a 
duodenal, gastric, or marginal ulcer. From these 
investigations the author concludes that muciparous 
formations of the gastric mucosa should be con- 
sidered as mucoid cells. The presence of pathologic 
lesions, such as an ulcer or a cancer of the stomach, 
determines a modification of the number of such 
cells by producing their transformation into mucous 
cells. Josep K. Narat, M.D. 


Present Status of the Surgical Treatment of Gastric 
Tumors. Cart A. Moyer and S. L. Crayron. 
Radiology, 1950, 55: 184. 

The authors present the historical background of 
the surgery for gastric carcinoma, beginning with a 
review of the writings of William Welch in 1884. In 
this early review of the problem, Welch took a rather 
dim view of curing any proportion of gastric carci- 
nomas, and added that the resection rate at that 
time was only 37 per cent. Resectability is now cal- 
culated at 79 per cent (Wangensteen), and the mor- 
tality is so markedly decreased since Welch’s time 
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that the previously assumed dim view of the problem 
is no longer justified. However, it is estimated that 
only 1 to 2 per cent of the patients suffering from 
gastric carcinoma live 5 years after operation. This 
discrepancy can be accounted for by (1) the limita- 
tions of the general operator, and (2) the profound 
defeatest attitude toward cancer of the stomach held 
by many surgeons, practitioners, internists, and radi- 
ologists. Almost all of the other reasons discussed by 
Welch have now been minimized or eliminated. It 
appears that there is a need for more and better 
trained gastric teams, headed by men who can com- 
mand a practice of approximately 20 resections 
yearly, and also a need to correct the prevalent atti- 
tudes of the American physician in the following 
respects: 

1. No person having an anemia should receive treat- 
ment for it until the cause is absolutely determined. 
Too much emphasis is placed upon the diagnosis of 
the type of anemia and its treatment with liver and 
iron, and not enough attention is given to the causa- 
tion. At times the one-dollar laboratory examination 
for occult blood in the stool is worth more to the pa- 
tient with cancer of the gastrointestinal tract than a 
fifty dollar consultation with a hematologist. 

2. The general cancer consciousness of teachers of 
medicine with psychiatric and psychosomatic bents 
should at least be equal to their consciousness of the 
psychologic and emotional aspects of illness. 

3. The medical therapy of ulcerative lesions of the 
stomach should be undertaken with the realization 
that at least 12 per cent of the symptomatically 
typical peptic ulcers of the stomach are really can- 
cerous ulcers, and that most cancerous ulcers will 
respond symptomatically, diminish in size, and actu- 
ally heal temporarily when treated medically. Allen 
and Welch believe that immediate surgical interven- 
tion is indicated if the duration of the ulcer is short 
in a person over 50 years of age, if the lesion is on 
the greater curvature or in the prepyloric area, if it 
is Over 2.5 cm. in width, if achlorhydria coexists, or 
if it is chronic and situated on the lesser curvature. 
A 3 week trial period of medical therapy is warranted 
if the sufferer is young and the ulcer is of short dura- 
tion, small, and situated on the lesser curvature. 
Healing must be complete within 3 weeks and must 
be maintained. 

4. Individuals having pernicious anemia are much 
more prone to develop cancer of the stomach than 
others not so afflicted. Eighty per cent of persons 
having Addisonian anemia may be expected to be 
carrying a cancer of the stomach, and an additional 
7 per cent harbor premalignant polypoid gastric 
tumors. 

5. All polypoid tumors of the stomach should be 
considered as malignant. 

This discussion may be summed up by saying that 
the status of surgery in the treatment of gastric 
cancer can be improved greatly by extending to the 
country as a whole the surgical techniques now 
practiced in medical centers. 

Jane C. MacMittan, M.D. 
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Eighty-one Reoperations after Gastroenteroanasto- 
mosis and Gastric Resection (Su 81 reinterventi 
dopo gastroenteroanastomosi e resezione gastrica). 
Luicr LEopotpo Bracco. Boll. Soc. piemont. chir., 
1950, I9: 310. 


The first operations performed on these patients 
had been 6s posterior gastrointestinal anastomoses, 6 
small resections according to Billroth I, Kocher or 
pyloroplasty, 3 Billroth II and 7 Polya operations. 
The reoperations were palliative in 15 and radical in 
66 patients. Lately, it was possible to re-examine 48 
patients. 

The best results were found in those who had been 
subjected to typical demolishing interventions; 26 
patients with gastroduodenojejunal resection were 
in excellent health. Of 4 patients with resection, and 
allowing the old gastrointestinal anastomosis to re- 
main, 2 had been reoperated upon with an amplified 
gastrojejunal resection and 2 were in good health. 
Of 6 patients with amplified gastrojejunal resection, 
1 patient still had hematemesis, another had pains, 
and 4 were well. One with amplified resection, after 
undoing of the gastroenterostomy, was well. Three 
with amplified resections following Billroth I-Judd- 
Kocher operations were well. Of 8 patients with 
palliative interventions, 4 had undergone gastro- 
duodenojejunal or amplified gastrojejunal resection, 
and 1 had undergone resection of the vagus nerves. 

There were 9 deaths among the 81 reoperations 
(11.1 per cent) and 8 among 66 radical reoperations 
(12.1 per cent). 

The author draws the following conclusions: (1) 
Polya’s resection results in the smallest number of 
postoperative peptic ulcers or recurrences (1.2 per 
cent); (2) the greatest number of peptic ulcers is en- 
countered after interventions for duodenal and per- 
forated ulcers, the latter causing many perivisceri- 
tides of the stoma; (3) a notable number of painful 
syndromes following operation are not due to ulcera- 
tion but to perivisceritis which seriously alters the 
kinesis of the jejunal tract; (4) the period of well- 
being after the first intervention was longer following 
radical operations, shorter following palliative opera- 
tions, and shorter still when the operation was per- 
formed in the course of perforation; (5) gastroduo- 
denojejunal and amplified gastrojejunal resections 
give better late results than any other palliative or 
partially demolishing operation. 

RicHarD KEMEL, M.D. 


The Surgical Treatment of Peptic Ulcer. Report 
of a Year’s Experience. FRANK GLENN and 
Cartes S. Harrison. Ann. Surg., 1950, 132: 36. 


The common unequivocal indications for surgery 
for peptic ulcer are: perforation, obstruction, bleed- 
ing, and pain. 

Surgery in the author’s clinic is not considered a 
substitute for medical treatment; it should follow, 
and supplement, medical aid. To subject a patient. 
to operation on the premise that a surgical procedure 
will relieve him of the necessity for care in his diet 
or for the limitations to activity commonly recom- 
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mended in the medical treatment for ulcer, would 
likely result in a continuation of his symptoms, 
sometimes caused by marginal ulcer. 

Perforation and obstruction are, therefore, clear- 
cut indications for surgical intervention. Bleeding— 
massive, repeated, or continuous—is now being 
treated more effectively by surgery. Pain, on the 
other hand, remains a variable that requires careful 
evaluation and, most important of all, a long trial 
under medical treatment. 

In general, it may be said that the younger the 
patient the more cautious one should be in under- 
taking surgery, except in cases of perforation or ob- 
struction. The authors have seen many patients 
under 30 years of age with severe symptoms, for 
whom operation was contemplated but withheld for 
one reason or another, become well after 2 or 3 
years; some, indeed, have remained symptom-free 
for 15 years or more. This course of events, however, 
is less frequent with patients over the age of 40 or 50. 
Surgical treatment for peptic ulcer should be post- 
poned until all medical means have been exhausted 
unless the common indications for surgery suddenly 
appear and persist. BENJAMIN GOLDMAN, M.D. 


Sterilization of the Intestinal Tract by Antibiotics 
and Supplemental Agents. Epwin J. Putask1, 
James F. ConneLL, Jr., and Sam F. SEELEY. Ann, 
Surg., 1950, 132: 225. 

Streptomycin has numerous potential advantages 
over the sulfonamide drugs in effecting gastrointesti- 
nal antisepsis in preparation for gastrointestinal 
surgery. However, the relatively rapid emergence of 
drug-resistant strains has proved to be a serious 
drawback to its clinical use for this purpose. Sup- 
pression can be maintained for only 4 to 6 days when 
streptomycin is given alone. A clinical investigation 
to test the effectiveness of supplementary agents in 
preventing this development is reported. Aluminum 
pectinate and glucuronolactone were the supple- 
mental agents used with streptomycin. It is not 
known why bacterial suppression is enhanced by 
these substances. 

It was found that when glucuronolactone is given 
in combination with streptomycin the period of sup- 
pression is uniformly lengthened to beyond 14 days. 
Aluminum pectinate with streptomycin gave less 
consistent responses than the glucuronolactone- 
streptomycin combination. 

Aureomycin and chloromycetin given in 0.5 gm. 
doses four times a day effected but little suppression 
of the coliform bacteria and did not seem to offer 
much promise as intestinal antiseptics. Polymyxin B 
given orally in divided doses totaling from 200 to 
400 mgm. a day uniformly suppressed all coliform 
organisms within 24 to 60 hours and suppression 
was maintained for 2 days after withdrawal of 
the drug. Regardless of the chemotherapeutic treat- 
ment used, maximal suppression of intestinal bac- 
teria occurs from 24 to 48 hours later in patients 
with lesions of the colon than in normal subjects. 

F. J. LEsSEMANN, JR., M.D. 
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The Role of the Length of the Afferent Loop in the 
Pathogenesis of Peptic Jejunal Ulcer after Gas- 
tric Resection (La lunghezza dell’ansa afferente 


nella patogenesi dell’ulcera peptica digiunale dopo — 


resezione gastrica). Dreco Rop1nd and Bruno Pic- 
cout. Gior. ital. chir., 1950: 6: 433. 


Numerous factors have been considered respon- 
sible for the production of marginal ulcers after gas- 
tric resection, such as excessive length of the jejunal 
loop, incorrect suturing, the use of nonabsorbable 
suture material for the first row of sutures, employ- 
ment of intestinal clamps, or constitutional factors. 

The role of the length of the afferent jejunal loop 
was studied on dogs. Four animals survived the gas- 
tric resection for more than 3 weeks, thus allowing 
evaluation of local and general alterations. In 3 of 
these 4 dogs the afferent loop was 50 to 60 cm. long, 
and in 1 dog it was 15 cm. long. The antecolic type 
of anastomosis was employed in all 4 animals. 

Repeated blood counts, blood sugar, plasma ni- 
trogen, gastric acidity determinations, and roent- 
genographic studies of the stomach were undertaken. 

A slight normochromic anemia was detected in all 
4 animals. Jejunal ulcers, some detectable only mi- 
croscopically, were found only in the dogs with a long 
afferent jejunal loop. The gastric acidity was lowest 
in the dog with a short jejunal loop. The absorption 
of ingested sugar was more rapid and more intensive 
in the animals with a long afferent loop. Radiologic 
studies showed that ingested food was entering the 
afferent loop if the latter was relatively long. 

The authors conclude that, whenever possible, the 
retrocolic gastrojejunal anastomosis with a short 
jejunal loop is the method of choice. ; 

K. Narat, M.D. 


The Principle of Complete Exclusion in Fistulas 
of the Small Intestine. Samuret P. Harsison. 
Surgery, 1950, 28: 384. 

The location of the fistula in the small intestine 
is determined by roentgenograms after barium has 
been given by mouth, by rectum, and through the 
fistula itself. The gross location is easily settled by 
timing the appearance of the dyes after oral adminis- 
tration. Patency of the entire bowel distal to the 
fistula must, of course, be proved since obstruction is 
often the cause of persistence. Intestinal intubation 
may be valuable in certain instances. Two principles 
are followed in the surgical care of small intestinal 
fistulas: (1) to exclude fistulous areas entirely, and 
(2) to operate only through normal tissues both in 
the abdominal wall and in the peritoneal cavity. 

As a rule there are three choices for disposition of 
the excluded fistulous loop: (1) it may be closed at 
both ends and left in place, the fistula itself serving 
to decompress it; (2) one end of the loop may be 
brought to the skin for decompression should it be 
feared that the isolated fistula might heal; and (3) 
before abdominal closure the limbs may be freed 
up to the peritoneal attachment of the fistula to be 
resected locally after closure of the main abdominal 
incision. Harowp Lauran, M.D. 
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Solitary Cecal Diverticulum. A Case of Solitary 

ondary, Acqu Diverticulum Associated 

with Ileocecal Tuberculosis. Henrik V. A. HEI- 
KEL. Ann. chir. gyn. fenn., 1950, 39: 134. 


The author has analyzed the cases of solitary 
cecal diverticulum described in the literature and 
presents 1 case of his own. A study of these 60 
cases reveals that, as a rule, a solitary cecal divertic- 
ulum gives rise to an acute illness greatly resem- 
bling acute appendicitis; in the more unusual case 
a chronic illness characterized by intermittent symp- 
toms and suggestive of carcinoma or tuberculosis is 
produced. 

In the acute stages x-ray examination is contra- 
indicated because of the danger of perforation; in 
the chronic lesions such a test is usually not diagnos- 
tic because the fecal concretion and inflammatory 
reaction prevent the filling of the diverticulum. 

The surgical therapy used has included simple 
suture or invagination of the diverticulum, excision 
of the diverticulum, and ileocecal resection, often 
under the mistaken impression that a malignancy 
was present. Excision of the diverticulum with 
drainage seemed to be the method of choice. 

F. J. LEsEMANN, JR., M.D. 


Acute Diverticulitis of the Cecum. Samvet D. Kron 
and JAcos SPECTER. Gastroenterology, 1950, 15: 62. 


The authors discuss the difficulties of diagnosis 
and the methods of management in 5 cases of soli- 
tary diverticulitis of the cecum. A definite preopera- 
tive diagnosis of cecal diverticulitis is almost never 
possible, so closely does the condition simulate acute 
appendicitis. At operation acute diverticulitis may 
appear as a localized thick inflammatory swelling and 
presents no difficulty in diagnosis but, on the other 
hand, the diagnosis may not even then be apparent. 
If the appendix appears grossly normal, acute di- 
verticulitis should be borne in mind and sought for. 
At times the acute inflammatory process may pro- 
duce a large indurated mass which may be mistaken 
for carcinoma. 

The choice of procedure is determined by the type 
of lesion present. A small, early, acutely inflamed 
diverticulum may be inverted with a purse-string 
suture, while a larger diverticulum requires excision. 
If the inflammatory process is extensive, resection 
of the involved bowel may be necessary. In general, 
one should use the simplest operative procedure 
needed for the eradication of the lesion. Resection 
may be necessary because of the difficulty of differ- 
entiating the lesion from carcinoma or tuberculosis. 

Joun L. Linpguist, M.D. 


Appendicitis—A Report 6n Its Social Pathology 
and Recent Surgical Experience. G. E. Moto- 
ney, W. T. RussEtt, and D. C. Witson. Brit. J. 
Surg., 1950, 38: 52. 

Reports of the Registrar General for England and 
Wales during the period from 1920 to 1946 indicate 
that there are two peaks in the age mortality of 
appendicitis—between the ages of 5 and 14 and 
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after 55 years. Substantial progress has been made 
in reducing the death rate of this disease except 
that the death rate for boys under 5 in 1945 and 
1946 showed no improvement from what it was in 
1920 and 1922. 

From 1945 to 1948, inclusive, there were 1,074 
patients with proved appendicitis who were treated 
at the Radcliffe Infirmary at Oxford. The over-all 
mortality was 1.4 per cent. The incidence of all 
types of peritonitis in this series was 48 per cent for 
males and 45 per cent for females. In 9.8 per cent 
of the males with appendicitis and 9 per cent of the 
females acute diffuse peritonitis was present. The 
mortality in this group was 6.2 per cent. This is 
compared to a similar group of patients with acute 
diffuse peritonitis treated before the era of chemo- 
therapy in which the mortality was 29.2 per cent. 

The authors stress the importance of early surgical 
treatment, since in all but 3 of the 15 fatal cases there 
was a 72 hour delay in instituting treatment. 

Chemotherapy has largely removed the necessity 
for drainage except in cases in which oozing of the 
blood at operation is considerable and in the treat- 
ment of chronic thick-walled abscesses. 

There was less wound sepsis in the cases in which 
nylon sutures were used than in those in which 
catgut was used. FREDERICK W. Preston, M.D. 


Multiple Volvulus of the Colon (Les volvulus étagés 
du célon). M. Mercapier. Mém. Acad. chir., Par., 
1950, 76: 475. 


The author encountered 2 cases of multiple simul- 
taneous volvulus of the colon. One was a volvulus of 
the cecum associated with a volvulus of the sigmoid, 
and the other a volvulus of the transverse colon ac- 
companying a volvulus of the sigmoid. In both of the 
patients the chief etiologic factor seemed to be 
variations in fixation and length of the various 
colonic segments. 

To avoid the catastrophe of overlooking a second 
volvulus it is recommended that every patient who is 
operated upon for intestinal obstruction should have 
the entire intestinal canal examined through a mid- 
line exploratory incision. 

One is warned against attempting untwisting of 
the areas of volvulus prior to puncture aspiration 
decompression of the involved segment because of 
the extreme friability of the overstretched bowel wall 
and mesentery. Whether to perform a resection or 
to be content with simple detorsion and fixation is 
an individual problem and must be decided at the 
time of operation. Epwarp W. Gisss, M.D. 


Segmental Colectomy in One Session as a Surgical 
Treatment of Megacolon (La colectomia segmen- 
taria in un tempo come cura chirurgica del mega- 
colon). CasTELLo. Ann. ital. chir., 1950, 27: 
157. 

Partial colectomy was done on 3 patients with 
typical Hirschsprung’s disease. The condition was 
in every instance idiopathic, involved adults (3 
males, 1 female), and was limited to the sigmoid loop. 
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The technique in each of these operations was the 
same. An attempt was made to empty the distended 
bowel and the usual roborant measures were pre- 
operatively administered. Advantage was taken of 
every advance in modern surgery, i.e., prophylactic 
sulfonamides and penicillin. The operation itself 
was done under rachianesthesia. Through a midline 
infraumbiljcal celiotomy, the huge loop of sigmoid 
was ligated at both ends and resected, and the re- 
maining stumps of bowel were closed by inverting 
purse-string sutures. The descending colon was then 
brought down and continuity established with the 
lower bowel by means of an ample laterolateral 
anastomosis. 

Before closing the abdomen the field was reperi- 
tonealized and treated with insufflations of sulfona- 
mide powder and of penicillin. In the first patient 
operated upon, a drain was led in to the region of the 
suture line of the anastomosis; however, in the subse- 
quent operations the drain was omitted except in the 
instance of re-operation when a short period of 
drainage was deemed prudent. 

Results were uniformly successful. The patient 
would begin to pass gas by the third day after opera- 
tion, this would be followed by fairly regular stools, 
the subject would be up and about in a few days, 
and would leave the hospital within 3 weeks. 

In the first case, roentgenologic examination after 
3 years, and in the second case a personal report 
after 10 years indicated excellent functioning of the 
anastomosis, and perfect satisfaction of the patient 
with the results obtained. 

The third case (the female) proved more or less of 
an exception. After about 2 years of good health the 
symptoms of Hirschsprung’s disease recurred, and 
radiologic examination disclosed again a distended 
bowel segment in the region of the sigmoid; reopera- 
tion (this time successful) proved this to be true. 
The fault of recurrence in this case is not laid to the 
method, but to misjudgment of the length of the 
sigmoid in the original operation. 

No evidence could be had (rachianesthesia) in any 
of these patients of participation in the etiopatho- 
genesis or in the symptomatology, or of dysfunction 
of the neurovegetative system; therefore it was never 
at any time considered that medical measures would 
prove adequate in these cases. 

The author is convinced by his experience in this 
group of patients that surgical removal of the focus 
of disease in Hirschsprung’s disease. is no longer to 
be considered a form of surgical exhibitionism but 
should now be regarded as a technically rational 
surgical procedure. Joun W. BRENNAN, M.D. 


Chronic Nonspecific Ulcerative Colitis, Also Known 
as Idiopathic Ulcerative Colitis (La rectocolite 
hémorragique grave; dite colite ulcéreuse grave non- 
spécifique). JEAN RacHET, ANDRE Busson, J. Mas- 
SION, J. VOTION, and Others. Acta gastroenter. belg., 
1950, Supp. 2. 

Rachet and Busson define the subject here treated 
and discuss its etiology. It is defined as a disease of 
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long course, affecting the colon in part or in totality, 
predominantly involving the surface epithelium and 
the terminal region of the large gut, developing by 
successive crises interspersed with remissions, and 
characterized during the period of crisis by a muco- 
hemorrhagic syndrome. The affection, of which the 
causal factors, probably multiple, are still unknown, 
intervenes in a predisposed terrain and by, its special 
histologic lesions, where vasculocongestive reactions 
predominate, is recognizable as an evident anatomo- 
pathologic entity. 

There is strong evidence of the participation in 
this predisposition of allergic and psychic factors, 
the infective processes developing later as a sec- 
ondary manifestation. 

Massion, Votion, and Leonard discuss the clinical 
picture and the diagnosis. Here two forms of the 
process are recognized: an initially grave, acute 
form and a chronic form. The initially grave form 
begins as a hemorrhagic hypercrinic (mucous) proc- 
ess which rapidly develops suppurative and necrotic 
manifestations due to infection. This form is rare 
in western Europe, but apparently much more com- 
mon in America. This is the characteristic form of 
early childhood, and here it leads, more frequently 
than in the adult, to rapid death or to neoplastic 
degeneration. This neoplastic change is especially 
malignant and terminates in almost 100 per cent 
mortality.If early death does not occur, the process 
frequently assumes a chronic form. 

The chronic form is characterized by successive 
attacks with elevated temperature, biologic altera- 
tions of the leucocytes, general decline, laboratory 
modifications of the blood protein levels and ex- 
tension in depth, and, superficially, with the form 
modus more characteristically indicative of the 
severity of the process. 

The disease usually begins in the rectum and 
spreads upwards; however, a few cases of right-sided 
colic involvement are described and even a rare 
extension to the small intestine. 

The rectosigmoidoscopic picture is characteristic. 
First there is the congestive and hypercrinic appear- 
ance, followed by suppurative and ulcerative changes 
eventuating in the so-called stage of pseudopolypoid 
changes and terminal cicatrization and stenosis. 
Roentgenologically, two signs are of practical diag- 
nostic value: the absence of haustrations and the 
reduction of the caliber of the gut (microcolia). 
Here the more advanced lesions are shown by ir- 
regularities of the shadow border and by the tessel- 
ated appearance of the shadow with residual filling; 
However, the depth of the lesions is better evaluated 
by the endoscope, which is of further value in per- 
mitting the taking of biopsy specimens for micro- 
scopic examination. Another characteristic roent- 
genologic finding in this condition is the difficulty or 
impossibility of demonstrating the mucosal relief 
pattern. 

Dagnelie discusses the macroscopic and micro- 
scopic pathologic anatomy. From a study of the 
literature and from the author’s own findings (il- 
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lustrated by photomicrographs), the author brings 
out the primordial distinction between the primary 
vascular and hypercrinic stage and the secondary 
suppurative and ulcerative aspects of the condition. 
The changes in epithelial and subepithelial tissues 
are shown in the photomicrographs. There is seen 
the early mucopurulent discharges in the com- 
paratively unchanged surface epithelium, accom- 
panied by the submucous edema and infiltration 
with plasma cells and eosinophiles—the eosinophilic 
infiltration is not so very heavy—and, later, the de- 
differentiation of the epithelia which become simple 
cuboidal cells without the property of secreting 
mucus, and the heavy masses of cicatricial tissue 
with subsequent loss of the epithelium, except in a 
few isolated islets which finally take part in the pro- 
duction of the so-called pseudopolyps. These find- 
ings give no evidence of a téndency to malignant de- 
generation and the opinion is expressed that cancer 
of the colon is not a specific sequela of chronic 
ulcerative colitis. The histologic appearances, in 
general, sufficiently suggest the importance of al- 
lergic or dysendocrinic factors to cause the author 
to recommend that future efforts of the pathologist 
be turned to seeking, at autopsy, evidence of this 
condition in the organs of internal secretion. 

Duret and Dagnelie discuss the psychosomatic 
problems suggested by chronic ulcerative colitis. In 
a certain number of cases there is a sufficient co- 
incidence between emotional experiences and the 
development of the colitic crisis to permit the con- 
clusion that there exists a relationship of causality 
between the psychogenic factor and the exacerbation 
of the disease. The anxiety state seems to cause 
a colic hypermotility which in turn brings about 
mucorrhea and hemorrhagic manifestations. Psychic 
therapy also produces a sufficient number of dra- 
matic ameliorations to suggest a causal relationship, 
at least in some cases, between psychy and soma in 
these exacerbations. 

Duret and Dagnelie also discuss the treatment of 
chronic ulcerative colitis. In this, the authors admit 
the criticism that they have concerned themselves 
in this matter almost exclusively with the American 
(United States and Canada) medical literature; 
however, they assert that only the Americans have 
produced statistics in this field which are worthy of 
consideration. The European literature is at present 
largely a rehash of American tendencies in the treat- 
ment of this affection. The American profession ex- 
hibit the further healthy tendency of mutual criti- 
cism, in that the two extremes, interventionism, 
headed by Cattell of the Lahey Clinic of Boston, 
Massachusetts, on the one hand, and conservatism, 
headed by Bargen of the Mayo Clinic of Rochester, 
Minnesota, on the other, afford well defined limits 
within which the vast mass of the profession may 
seek a golden mean. The attitude of the authors is 
that of a reluctance to prescind from every possi- 
bility of medical amelioration, especially in a con- 
dition in which the surgical treatment is so mutilative 
in character. The most acute problem arises in the 
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early florid cases in the matter of early ileostomy. 
Here the operative mortality is high; however, 
medical treatment seems to carry a mortality that is 
fully as serious. 

Another moot question in the treatment of this 
condition is that of the extent of the eventual 
colectomy. Of course, it is admitted that in the old 
chronic case with the intestine reduced to a small 
rigid tube, still liable to recrudescences of the original 
ailment, the patient will hardly regain good health 
without the removal of this cicatricial remnant of 
the original colon. In the cases limited to the right 
side, implantation of the ileum into the normal 
’ transverse colon is a satisfactory solution; also, 
the entire colon will at times have to be removed. 

The most acute problem at present is the question 
of whether the rectum might be left in situ in the 
hope that later the ileum might be there implanted, 
thus receiving the benefit of the sphincter; however, 
in the vast majority of cases the process originally 
starts in the rectum and then spreads upward, the 
rectum being the most seriously involved in the sub- 
sequent changes; in fact, the condition of the rec- 
tum, when left in place, will at times cause the 
death of the patient (perirectal phlegmon). This 
organ will usually bleed and secrete three stools per 
day, and prove to be a source of much suffering if 
badly involved, i.e., if it harbors any fistulae. 
However, involvement of the rectum in the male 
will frequently result in the loss of sexual power and 
therefore it is at times left in place in the hope of 
ultimate improvement. The operation of bringing 
the ileum down to the anus is still in the experi- 
mental stage. Joun W. Brennan, M.D. 


The Treatment of Familial Polyposis of the Colon. 
B. MarpEN Brack and L. HAanssro. 
Surg. Clin. N. America, 1950, 30: 1013. 


Familial polyposis is so uncommon that experience 
in its management is limited. This fact, coupled 
with the frequency of complicating carcinoma and 
the risk formerly associated with the necessarily ex- 
tensive resection, has largely prevented the develop- 
ment of standardized methods of treatment. 

The study reported by the authors was undertaken 
essentially to describe the methods of treatment 
which have become standardized on the surgical 
service of one of them (Black) during the past few 
years. In addition, in view of the question concern- 
ing the feasibility of preserving the rectum, records 
of all patients with familial polyposis treated at the 
Mayo Clinic from 1939 to 1949 were reviewed, par- 
ticularly with respect to late results after treatment. 
Since none of the cases in question has been reported 
previously in detail, a brief review of some of the 
more general aspects of familial polyposis, as exem- 
plified by the cases in the series, has been included. 

The study was limited to cases of true polyposis, 
because pseudopolyposis or postinflammatory poly- 
posis is a different entity often requiring different 
treatment. The decision not to include patients seen 
before 1939 was based on several grounds, the most 
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important of which was that the earlier methods of 
treatment are now largely historic, so that neither 
the methods nor the mortality rates formerly asso- 
ciated with treatment apply to the treatment of re- 
cent patients. In the decade 41 patients were treated. 

One of two methodsof treatment is used, depending 
on whether the rectum can be preserved or not. If a 
carcinoma beyond the stage at which local treatment 
is possible is present in the rectum, the entire colon 
and rectum are resected and a skin-grafted ileac 
stoma is established. Combined abdominoperineal 
resection is carried out at the first stage, the stoma is 
established at the second stage, and the remaining 
portion of colon is removed at the third stage. Under 
certain circumstances, the procedure may be com- 
pleted in two stages. 

If the rectum can be preserved, single-stage sub- 
total colectomy and ileocolostomy are the procedures 
of choice. The anastomosis must be within reach of 
the proctoscope, and usually it is made from 15 to 20 
cm. above the anus. The polyps in the preserved 
segment of sigmoid and rectum are destroyed by 
fulguration after resection of the colon. The pre- 
served segment of sigmoid and rectum must be kept 
under observation proctoscopically for an indefinite 
period. Polyps which appear after previous ones 
have been destroyed must be destroyed whenever 
they arise. 

Preservation of the rectum is feasible in the ab- 
sence of frank carcinoma. Among 33 patients, in 11 
of whom the condition was followed up for less than 
3 years, and in 22 of whom it was followed up for more 
than 3 years, carcinomas did not develop if the polyps 
had been destroyed soon after their appearance. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


A Contribution to the Surgical Significance of 
Aberrant Hepatic Ducts. Viap. RAPANT and JAN 
Hromapa. Ann. Surg., 1950, 132: 253. 


The authors report 2 cases in which, at operation, 
aberrant hepatic ducts of sufficient size to be of 
clinical significance were found in the fibrous appen- 
dix and the left triangular ligament of the liver. Be- 
cause the ligaments are frequently severed in total 
gastrectomy and vagotomy this anatomical fact as- 
sumes considerable clinical significance. It is most 
probable that the aberrant ducts found in this loca- 
tion represent the original ductal system of the 
markedly enlarged left lobe of the liver of the fetus 
and newborn. The change from the fetal circulation 
and the pressure of adjacent growing organs is 
thought to cause the gradual reduction in size of the 
left lobe with atrophy and, finally, complete disap- 
pearance of the hepatic cells, only the aberrant ducts 
being left. F, J. LEsemann, Jr., M.D. 


On Cholecystogenic Acute Hepatitis. Hjatmar AcE- 
Upsala lak. foren. forh., 1950, 55: 177. 


A review of earlier observations concerning liver 
changes in connection with gall-bladder affections, 
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and a survey of different opinions with respect to the 
development of cholecystitis are followed by a de- 
scription of the liver’s microscopic appearance and 
structure as well as the intrahepatic circulation. In 
these connections, the different routes by which the 
infection can reach the liver are discussed and de- 
bated. From this, the author concludes that the 
liver is infected mainly via the portal vein. 

In 370 patients with gall-bladder affections, pre- 
dominantly acute and chronic cholecystitis, as. well 
as cholelithiasis, the author has, at operation, ex- 
cised one or two pieces from the liver and examined 
them microscopically. He used as controls similar 
samples excised from 30 patients with gall-bladder 
affections in the latent stage. The study was per- 
formed during the period from 1942 through 1946 
at: Sundsvall Hospital, and from 1946 through 1949 
at the Surgical Clinic of the University Hospital, 
Uppsala. The studies produced the following results: 

1. There exists an acute form of cholecystogenic 
hepatitis belonging to the toxic-necrotic group. It 
was definitely related to the acute attack of gallstone 
disease. Its frequency in the combined series was 
28.1 per cent, in the Sundsvall series 16.4 per cent, 
and in the Uppsala series 46.2 per cent. The dif- 
ference between these groups is 29.8+4.8 per cent. 
(Owing to duplicate determinations, the number of 
patients with hepatitis in the Uppsala series should 
be increased by 7, and when this number is deducted 
the difference will be 25.0+4.8 per cent.) The dif- 
ference between the groups may, in part, be due to 
dissimilar criteria for operation, but other reasons 
are much more likely. Differences in the constitu- 
tion and nutrition of the populations have been ad- 
vanced as possible reasons—in particular, the fact 
that the Sundsvall series was assembled at. a time 
marked by shortages and rationing, when there 
would be less chance of overnutrition. 

2. The hepatitis has exhibited no correlation to 
the age or sex of the patient. 

3. The hepatitis could not be attributed to the 
contents of the gall bladder as found at operation, 
but it was very closely correlated to inflammatory 
changes in the gall-bladder wall. 

4. Pancreatic complications of the gallstone dis- 
ease did not increase the frequency of hepatitis. 

5. Whenever the gall-bladder affection was com- 
bined with complications from the choledochus, the 
frequency of hepatitis was higher, but the difference 
between the frequencies with and without choledo- 
cholithiasis was merely 11.8+5.1 per cent. In con- 
nection with this complication, the subject of chol- 
angitis and the route taken by hepatic infections 
were discussed. The author emphasizes that in 
his series there was no anatomic evidence suggesting 
that the cholangitis was of the ascending type. 

6. Previous gallstone attacks or previous dis- 
eases ordinarily assumed to affect the liver make the 
latter more susceptible to renewed attacks of 
hepatitis. This is statistically significant. 

7. Drugs (in the author’s investigation, chiefly 
eucodal) that were given to the patient to alleviate 
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the pains of the gallstone attack, did not seem to 
increase the morbidity of the hepatitis, nor did sul- 
fonamides or any of the contrast agents given the 
patient for purposes of cholecystography have any 
deleterious effects on the liver structure. 

8. The significance of pain in connection with the 
attack of gallstone disease is discussed, but it seems 
certain that it at least cannot be the only etiologic 
cause of the hepatitis. 

9. The rise in temperature attendant upon an 
acute attack of gallstone disease did not increase the 
frequency of acute cholecystogenic hepatitis. 

to. Asa rule, the form of hepatitis in question is 
not very extensive and gives rise only to slight clini- 
cal symptoms, most of which are obliterated by the 
inflammatory symptoms of the changes in the gall 
bladder. Hanger’s reaction, however, was positive 
in a greater number of cases after gallstone attacks 
than in a normal series. The positiveness of the 
thymol test, though, was not significantly greater. 
The serum bilirubin showed a slight increase during 
the first days after an attack of gallstone disease, 
which was attributed to hepatocellular swelling in 
the lobular periphery during the initial stages of the 
hepatitis. Eart O. Latmer, M.D. 


Primary Carcinoma of the Gall Bladder. Report of 
29 Cases. Puitie W. RussELt and Cartes H. 
Brown. Ann Surg., 1950, 132: 121. 


Carcinoma of the gall bladder is a rare disease. 
The 29 cases discussed comprise 1.9 per cent of the 
number (1,488) of patients undergoing gall-bladder 
surgery, or 0.66 per cent of the number (4,459) of 
patients in whom a roentgenological diagnosis of 
cholelithiasis was made. If consideration is given to 
those patients who did not have cholecystograms 
and who may have had “silent’’ stones in the gall 
bladder, the incidence of carcinoma of the gall 
bladder would be much lower. Based on these facts 
and the low, but still significant, mortality and 
morbidity accompanying cholecystectomy, the au- 
thors felt that prophylactic cholecystectomy in all 
patients with gallstones was contraindicated as a 
method of eradicating carcinoma of the gall bladder. 

The history, physical examination, and labora- 
tory findings did not aid in the early diagnosis. Pre- 
existing biliary colic was present in 17 of the 29 
cases. Weight loss, the earliest symptom, was 
present in 23 cases. Nausea, vomiting, and jaundice 
were present in 16 cases. Painless jaundice occurred 
in only 5 cases. The liver was enlarged in 22 pa- 
tients and there was a palpable mass in 17. All 16 
patients who had cholecystograms showed only a 
nonfilling gall bladder, a finding which was of little, 
if any, aid in the diagnosis. -Adenocarcinoma was 
present in 27, and squamous cell carcinoma in 2 
patients. All had evidence of extension of the tumor 
locally, or of distant metastases at the time of 
surgery. 

Surgery was unsatisfactory as a therapeutic meth- 
od and seemed to have nothing to offer for patients 
whose symptoms had been present over 3 months. 
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Only 7 cases were seen early enough to allow of chole- 
cystectomy. There were no 5 year cures in the series. 
Vadheim et al., however, have reported 13 five year 
survivals in 13 patients having a cholecystic carci- 
noma of Broders’ Grade 1. This is the only reported 
exception to a uniformly low cure rate. 

Therefore, we conclude that diagnosis short of 
biopsy of the carcinoma is difficult to make. Five 
year survival is almost unknown. Fortunately, the 
disease remains a rare one. 

FREDERICK C. HoEBEL, M.D. 


Carcinoma of the Gall Bladder. A Clinical and 
Pathologic Analysis of 50 Cases. Cyrit J. JonEs. 
Ann. Surg., 1950, 132: 110 

The present report is concerned with the grave 
prognosis in carcinoma of the gall bladder and 50 
such cases are analyzed. Thirty of these represent 
the total number of cases among 8,808 autopsies 
performed at the Pathological Institute, McGill 
University, Montreal, and 35 of the cases comprise 
the total cases found in 3,000 consecutive operations 
on the biliary tract at the Royal Victoria Hospital in 
Montreal. Fifteen cases were seen both at surgery 
and at autopsy. Thus, the incidence of carcinoma is 
0.34 per cent in the autopsy series and 1.16 per cent 
in the surgical series. The incidence of women to 
men is slightly greater than 2 to 1. It is essentially a 
disease of the older age group. Stones were present 
in 82 per cent of the cases; in 16 per cent no mention 
was made as to the presence of stones, and in 2 per 
cent stones were said to be absent. 

The symptomatology, physical findings, and the 
gross and microscopic pathology are reviewed. In 
the diagnosis, little is of aid, except perhaps a change 
in the character of the patient’s symptoms as com- 
pared with his previous gall bladder symptoms, 
which may be of long standing. In the majority of 
cases, symptoms relative to carcinoma of the gall 
bladder had been present for less than 6 months. 

Mention is made of the fact that local extension of 
metastasis into the liver is a common manner of 
extension of the carcinoma, and that the carcinoma 
spreads by local extension or lymphatic extension 
rather than by way of blood channels, or the trans- 
peritoneal route. 

The lymph channels of the gall bladder are many; 
they empty along the cystic artery to the cystic node, 
and from there mainly in a superior direction along 
the portal vein and common duct up toward the 
hilus of the liver. There is also an intimate connec- 
tion between the lymphatics of the liver and those of 
the subserosal layer of the gall bladder. Thus it was 
found that the cystic node and the periportal nodes 
were affected in three-quarters of the patients exam- 
ined. Small masses of tumor cells were found deep 
in the liver substance in almost as many cases. 

The 5 year survival rate in this series of cases is 
not mentioned, but the mortality for the series was 
given as “at least 88 per cent,’ and the author 
describes the disease as virtually incurable. 

FREDERICK C. HoEBEL, M.D. 
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Strictures of the Common and Hepatic Bile Ducts 
and Their Treatment. WALTMAN WALTERS. Surg. 
Clin. N. America, 1950, 30: 987. 

The problems facing the surgeon treating a pa- 
tient who is suspected of having a stricture of the 
common bile duct are many. The most important 
points in the preoperative management of patients 
may be enumerated as follows: 

1. The differential diagnosis must be made be- 
tween stricture and common duct stone. 

2. Every patient who has obstructive jaundice 
should have a two or three-day period of prepara- 
tion before operation. During this time it is of im- 
portance to determine the prothrombin time of the 
blood, for if it is elevated beyond 20 seconds it is 
indicative of more than average disturbance of 
liver function. 

3. The patient should be sufficiently hydrated 
and be given sufficient carbohydrate even though 
it may be necessary to supplement oral feedings by 
the intravenous administration of fluid, electrolytes, 
and glucose. 

4. It is good practice to determine the values of 
blood urea and serum bilirubin and the albumin 
globulin ratio as a routine before operation. 

It is the author’s practice to isolate the structures 
attached to the hepaticoduodenal ligament by first 
dissecting the omentum, the duodenum, the stom- 
ach and the hepatic flexure of the colon from the 
under surface of the liver and from the hepatico- 
duodenal ligament. It is of great help in these cases 
to start the dissection from far to the right beneath 
the right lobe of the liver and dissect inward to- 
ward the hepaticoduodenal ligament. When this 
objective has been reached dissection should be 
carried laterally from the midline to beneath the 
retracted liver and at the same level as the he- 
paticoduodenal ligament. This procedure will help 
in the identification of the hepatic artery so that it 
will not be injured during dissection of the stric- 
tured bile duct. 

Theoretically, choledochocholedochostomy should 
be an ideal operation and the results should be 
superior to those of the operation of joining the 
proximal end of the duct to the duodenum (he- 
paticoduodenostomy or choledochoduodenostomy). 
Unfortunately, in practice, results are different, for 
when the ends of the duct are sutured together ex- 
cellent results have been obtained in only 50 to 55 
per cent of the cases in which the author has oper- 
ated, in contrast to a percentage of 75 per cent when 
the proximal end of the duct has been anastomosed 
accurately to an opening in the duodenum. The 
explanation of this lies in the tendency of all circu- 
lar anastomoses in small tubular structures to con- 
tract. This could be avoided by an angular anas- 
tomosis but usually there is insufficient duct for this. 

In recent years, in order to prevent reflux of 
fluids and food from the duodenum into the bile 
ducts, which may occur when an anastomosis of the 
bile ducts to the duodenum has been made, an 
anastomosis to the jejunum has been suggested. 
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Fig. 1 (Kirby, Fitts). Preparation of the isolated jejunal 
segment, which is brought up through the transverse meso- 
colon to the biliary ductal system. 


This operation takes considerably longer and is, in 
the author’s opinion, of considerably greater risk 
than the operation in which the duct is anastomosed 
to the duodenum; moreover, the duodenal anasto- 
mosis is much easier to perform. 

The author occasionally uses the T tube when 
the patient is deeply jaundiced, when a good deal 
of infection is present in the liver and the wall of 
the duct, and when the stump of the duct is so short 
that there is danger that the anastomosis to the 
opening in the duodenum will not remain intact. 
The complete paper includes more detailed infor- 
mation concerning the operative procedures men- 
tioned herein. 

In the immediate postoperative period it is im- 
portant to keep tension off the anastomosis. Fluids 
by mouth should be restricted and the swallowing 
of air with subsequent distention of the stomach 
and duodenum should be prevented by use of an 
indwelling nasal tube in the stomach, to which suc- 
tion is applied. The second important problem in 
the immediate postoperative period is prevention 
of bleeding. Before the patient is allowed to return 
home, which is usually from the sixteenth to twenty- 
first day after operation, a roentgenogram is taken 
of the abdomen as a record of whether the Mayo- 
Sullivan tube, catheter, or other prosthesis used in 
the anastomosis, is in place. If a T tube has been 
inserted as part of the choledochocholedochostomy, 
a cholangiogram is taken to determine the patency 
of the ducts, that no stones have been overlooked, 
and that bile empties readily through the sphincter 
of Oddi into the duodenum. This is also done later 
before the T tube is removed. 


Reconstruction of the Bile Ducts with an Isolated 
Segment of Jejunum. An Experimental Study. 
Cartes K. Kirsy and Witttam T. Fitts, Jr. 
Arch. Surg., 1950, 61: 462. 


Kirby and Fitts reported an experimental study 


with an ingenious, heretofore unreported, operative 
procedure which made it possible to bridge the de- 
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Fig. 2. A, First method of incorporation of the jejunal 
loop in the biliary drainage system. B, Second method. 


fects of the bile ducts in dogs with an isolated seg- 
ment of jejunum, that is, tissue with both an inde- 
pendent mucosa and blood supply. Stricture forma- 
tion, biliary stasis, and cholangiohepatitis did not 
occur in the dogs observed up to 13 months after 
operation. 

The description of the two operative approaches 
is given: 

Mongrel dogs averaging 12 kgm. in weight were 
used. The abdomen was opened through an upper 
midline incision, with the animals under anesthesia 
induced by the intravenous injection of pentobarbital 
sodium. At a point about 12 cm. distal to the duo- 
denum an isolated jejunal loop was prepared. A je- 
junal segment about 2.5 cm. long and its subjacent 
jejunal vessels were isolated by dividing the je- 
junum and its mesentery proximally and distally 
(Fig. 1). Intestinal continuity was restored by 
end-to-end anastomosis of the proximal and distal 
jejunum. The jejunal loop was brought through an 
opening in the transverse mesocolon to the sub- 
hepatic fossa, where it was incorporated, by two 
methods, in the extrahepatic biliary system. 

In the first method (Fig. 2A) the proximal end 
of the jejunal loop was anastomosed to the fundus 
of the gall bladder and the distal end was closed. 
The common bile duct was divided, and the proxi- 
mal end was ligated. The distal end of the bile duct 
was anastomosed to a small opening made near the 
closed end of the jejunal loop. The short arms of a 
rubber T-tube were passed through both anasto- 
moses, and the long arm was brought out through a 
slit on the antimesenteric surface of the jejunal loop, 
ligated, and covered with omentum. This procedure 
was done in 4 animals. 

In the second method (Fig. 2B) both ends of the 
jejunal loop were closed and a short segment of the 
common bile duct was excised. The proximal and 
distal ends of the bile duct were anastomosed, over 
a rubber T-tube or a straight plastic (polyethylene) 
tube, to small openings made in the sides of the je- 
junal flap. This procedure was done in 5 animals. 
T-tubes were used in 3 animals and plastic tubes in 2. 
One of the T-tubes was removed at a second opera- 
tion. The plastic tubes passed spontaneously. When 
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the animals were killed, the biliary tract and liver 
were examined for evidence of stricture formation, 
biliary stasis, and cholangitis. Sections of the liver 
and the suture lines were examined microscopically. 
In these experiments an isolated jejunal loop ap- 
peared satisfactory, both anatomically and func- 
tionally, for bridging bile duct defects. The blood 
supply of the jejunal segment was well maintained 
in its transposed position. Mucosa-to-mucosa heal- 
ing occurred, without evidence of stricture forma- 
tion. The choledochojejunal anastomoses in these 
experiments was protected by the sphincter mecha- 
nism. Stasis did not occur within the jejunal loop 
even though its lumen was larger than that of the 
bile ducts. Resection of a portion of the antimesen- 
teric border of the jejunal loop, reducing the size of 
the lumen to approximately that of the bile ducts, 
might be preferable. Rosert TuRELL, M.D. 


Causes of Recurrent Operations on the Biliary 
Ducts. (Causas de las operaciones recurrentes de 
las vias biliares). P. L. Mrrizz1. Prensa Med. 
Argent., 1950, 37: 1701. 

Mirizzi enumerates the various causes for the 
necessity of a second operation in biliary duct dis- 
turbances. He lists these under four large head- 
ings, the first of which is error of technique wherein 
ligation of the hepatic ducts is done mistakenly at 
the time of tying of the cystic duct; other condi- 
tions requiring a second operation are postoperative 
stenosis caused by cicatrization, and biliary fistula 
as a result of the original surgical trauma. The 
methods of handling these conditions are discussed 
and illustrated with numerous diagrams; the use of 
cholangiography is also discussed. 

Twenty-two hundred cases were studied and the 
various surgical procedures are listed. The se- 
quelae following inadequate surgical technique, and 
the anatomic and dynamic factors consequent to 
the operation are enumerated. These were seen to 
be residual stone lesions involving the pancreas, 
fistulas, and calculi of the hepatic ducts. The out- 
standing feature of the report was the low mor- 
tality rate of 1.8 per cent. There were 4 deaths 
among the 2,200 cases, and no deaths among the 
last 103 patients who were operated upon. 

STEPHEN A. ZIEMAN, M.D. 


Fibrosa Cystica of the Pancreas; Incidence in Brazil 
(Fibrose cfstica do pancreas, Incidéncia no brasil). 
RaymMunpo MarracAo Gesterra. Bol. Inst. puert- 
cult, 1950, 7: 23. 

The author gives a detailed report on fibrosa cysti- 
ca of the pancreas, reviews the history of this condi- 
tion from the first report in 1913, and discusses the 
evolution of the nomenclature. 

The first 3 cases seen in Brazil were discovered at 
autopsy and appeared to be confused with celiac 
disease. It is believed that although the disease is 
rare, diagnosis ante mortem has been even more rare. 

The etiopathogenesis includes congenital malfor- 
mation, inflammatory sequence, A avitaminosis, and 
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congenital deficiency secretion. There is, however, 
disagreement regarding the pathogenesis of the 
pulmonary lesions. 

Diagnosis depends upon objective elements, such 
as an enlarged abdomen, functional disturbances, 
chronic diarrhea, respiratory infection, and comple- 
mentary findings, as in examination of the feces, 
duodenal intubation, and blood examination. 

The details of 7 cases are reviewed. Treatment 
consisting of muscular toning enemas, dietotherapy, 
vitamin A replacement, and antibiotic therapy for 
pulmonary infections is recommended. 

STEPHEN A. ZrEMAN, M.D. 


Treatment of Fibrocystic Disease of the Pancreas 
and Associated Bronchial Lesions by Splanch- 
nicectomy. B. Ayers. J. internat. chir., 
Brux., 1950, 10: 146. 

Theories as to the pathogenesis of fibrocystic dis- 
ease of the pancreas are varied and include explana- 
tions relating pancreatic and pulmonary changes 
to such factors as dietary deficiencies, infection, and 
allergy. The author believes that the explanation 
lies in disturbed function of the autonomic nervous 
system and that the disease and its complications 
fall within a category which he has chosen to refer 
to as autonomic dyskinesias. The etiology is un- 
known. 

The degenerative pathologic changes in the pan- 
creas are manifested clinically by large, bulky, 
fatty, extremely foul stools showing no evidence of 
tryptic activity upon analysis. These children usu- 
ally are seen either as severe nutritional problems, 
as problems of overwhelming respiratory infection, 
or a combination of these. The disease is usually 
— at, or makes its appearance shortly after, 

irth. 

The diagnosis is made by the demonstration of 
lack of pancreatic enzymic activity as measured 
by tryptic activity of the duodenal contents. This 
is most easily done by aspiration of duodenal con- 
tents and testing the tryptic activity of this on gela- 
tin substrate. Ordinary unexposed roentgen-ray 
film may be used, serial dilutions of the duodenal 
juice or of the stools being made. 

Originally it was the author’s desire to attempt 
to increase the blood supply of the diseased pan- 
creas and thereby perhaps rejuvenate any remain- 
ing normal pancreatic tissue, and also perhaps to 
prevent, or keep to a minimum, the increasing 
fibrosis, decreasing vascularity, and more fibrosis 
might be interrupted. On May 19, 1949, a right 
splanchnic block with 1 per cent procaine was done 
on a patient 6 years of age with a history of pro- 
longed and severe pulmonary infection since the age 
of 2 months, plus severe digestive difficulties, as 
evidenced particularly by extremely foul, bulky 
stools. Splanchnic block produced an immediate 
large increase in duodenal trypsin together with 
evidence of return of gastrointestinal motility to nor- 
mal. Within 48 hours the stools had resumed nor- 
mal, gross characteristics and likewise showed an 
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increase in tryptic activity. In addition to these 
observations there was rapid and dramatic im- 
provement in the respiratory symptoms and signs 
within a few hours. The cough cleared, becoming 
less frequent, less severe, and much less productive 
of sputum. Numerous, heavy rales heard previous- 
ly throughout both pulmonary fields completely 
disappeared. The drenching night sweats abated 
considerably. These effects lasted for about 1 week, 
when all the previous symptoms began to return. 
Accordingly, a right, greater, lesser, and least splanch- 
nicectomy was done, with removal of the right 
splanchnic nerve from the celiac ganglia up to 
their entrance into the sympathetic chain. The 
dramatic changes noted after procaine block were 
again seen following operation and have persisted 
to date. 

Eight other patients have been so treated. They 
have each represented various stages of fibrocystic 
disease, from minimal (with only mild digestive 
complaints) to extremely severe (with what turned 
out to be fatal bronchopneumonia). Five patients 
have shown the remarkable improvement noted in 
the first case. In 3 of these children there was no 
measurable increase in trypsin; yet, clinically, their 
improvement is remarkable, particularly as far as 
the respiratory symptoms and gastrointestinal func- 
tions are concerned. The latter is reflected in im- 
provement in gastrointestinal tone, number and 
odor of stools, and weight gain. Since operation 
several children have had mild infections of the 
upper respiratory tract which ordinarily would have 
led to severe pneumonia, but actually resulted in 
the usual 2 or 3 days’ convalescence generally as- 
sociated with coryza. 

There have been 2 deaths, one of which was in 
the child previously mentioned with severe broncho- 
pneumonia. In this child splanchnic block pro- 
duced little or no improvement in the respiratory 
symptoms, and a splanchnicectomy was done in 
desperation. However, the child died, and at au- 
topsy the bronchi were entirely occluded by a 
thick, tenacious, mucopurulent exudate which pre- 
sented an obvious insurmountable mechanical prob- 
lem. One other death occurred during operation, 
and it is believed that the patient succumbed to an 
abnormal reflex cardiac stimulation resulting in 
cardiac ventricular arrest. This is substantiated by 
the fact that during an attempt to resuscitate the 
patient by exposing the heart to perform cardiac 
massage, it was noted that although the auricles 
were beating regularly, the ventricles were at a 
complete standstill. In spite of such measures as 
massage, injections of procaine, and stimulation by 
a galvanic current, the ventricular beat was never 
resumed. In other patients during operation it has 
been noted that a change in cardiac rhythm may 
occur on manipulation of the celiac ganglia, and the 
author believes that this may have precipitated the 
heart block and ventricular arrest in this patient. 

The results in the remaining patients, although 
not as completely satisfactory as had been hoped, 


INTERNATIONAL ABSTRACTS OF SURGERY 


still were good enough to justify continuation of 
the investigation. It may be that some of these 
patients will have to have a splanchnicectomy done 
on the left side. The question of the permanency of 
the effects of splanchnicectomy may be open to 
some doubt, but it is believed that if the beneficial 
effects can be prolonged for even a year, these chil- 
dren may literally outgrow the disease and have lit- 
tle or no residual as adults. 

The author believes that splanchnicectomy ac- 
complishes partial deafferentation of the pancreas, 
and thereby the summation of the abnormal re- 
flexes arriving in the reticular substances within 
the cord and brain stem is decreased below a cer- 
tain threshold value and facilitation does not occur. 
Thus, the efferent pathways are not stimulated 
and the secondary functional changes in the lungs 
and gastrointestinal tract do not occur. Instead 
the normal reflex arc is re-established and, conse- 
quently, normal function of the involved viscera. 

Eart O. Latimer, M.D. 


Adenoma of the Islands of Langerhans: Its Dif- 
ferentiation from Functional Hypoglycemia. 
HERBERT A. PERKINS, JANE F. DESFORGES, and 
— G. Guttas. N. England J. M., 1950, 243: 
281. 


The authors report in detail a case in which a 
clear-cut differential diagnosis was made between 
functional hypoglycemia and adenoma of the islands 
of Langerhans. The most important single differ- 
ential point favoring the diagnosis of tumor is 
believed to be the occurrence of a blood sugar level 
below 50 mgm. per 100 c.c. on prolonged fasting. 
It is suggested that in patients who do not respond 
to a high protein, low carbohydrate diet, it is well 
to do a surgical exploration. Extensive laboratory 
procedures, and both oral and intravenous glucose 
tolerance tests were carried out. Insulin and epi- 
nephrine tolerance tests were also made. 

in the authors’ case, the end result was perfect, 
2 months after operation. 

RIcHARD J. BENNETT, JR., M.D. 


Surgical Lesions of the Pancreas. James T. Priest- 
LEY. Surg. Clin. N. America, 1950, 30: 971. 


During the past 20 years or so, significant ad- 
vances have been made in the recognition and treat- 
ment of various surgical lesions which arise within 
the pancreas. Whereas in former years the pan- 
creas was infrequently the primary object of the 
surgeons’ attention, at the present time an in- 
creasing number of surgical procedures are per- 
formed for various pathologic changes which de- 
velop within this gland. Obviously, much remains 
to be accomplished both in diagnosis and surgical 
treatment despite the advances which have been 
made. For the most part, the experience of any 
individual surgeon in the treatment of pancreatic 
lesions remains rather meager, in contrast with his 
experience in the treatment of lesions which arise 
in numerous other abdominal viscera. The au- 
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thor’s comments are limited to a brief discussion of 
some of the more common pancreatic lesions, name- 
ly, pancreatitis, pancreatic cysts, carcinoma, and 
tumors of the islets of Langerhans. 

Acute pancreatitis is commonly divided into two 
types—acute interstitial or edematous pancreati- 
tis, and acute pancreatic necrosis. 

Acute pancreatic necrosis occurs most often dur- 
ing middle life, with equal frequency in men and 
women, and is somewhat more common in the obese 
or alcoholic patient. Its onset is almost always 
sudden and is characterized by severe pain in the 
upper part of the abdomen frequently extending 
through into the back. 

Pain persists for a number of hours or days, and 
commonly is inadequately relieved by the usual 
doses of morphine. Nausea and vomiting occur 
promptly as a rule. On initial physical examina- 
tion, the findings may be meager, characterized by 
a normal or subnormal temperature, a low pulse 
rate, and normal blood pressure. Abdominal ten- 
derness is moderate. Later in the disease, epi- 
gastric tenderness is increased and is associated 
with varying degrees of abdominal rigidity. Dis- 
tention frequently develops, and shock may super- 
vene. Conclusive laboratory findings consisting of 
elevation of the values for serum lipase and amylase 
are noted in almost all cases, but these changes 
have also been noted occasionally after the acute 
perforation of a duodenal ulcer and in association 
with a few less common conditions. Whereas the 
treatment of this condition formerly was considered 
surgical, it is now agreed by most physicians and 
surgeons that treatment should be medical. 

Acute edematous pancreatitis presents a similar 
though less severe picture, and is likewise treated 
by medical measures. 

Acute or subacute recurring or relapsing pan- 


creatitis is now recognized as a clinical entity with 


increasing frequency. Clinically, it is characterized 
by recurring episodes of pain in the upper part of 
the abdomen. The pain is of variable frequency, 
severity, and duration. Large doses of narcotics 
may be required for their control. Associated symp- 
toms are common and characterized by nausea, 
vomiting, gaseous distention, and abdominal ten- 
derness. More or less nondescript gastrointestinal 
symptoms may be present during the intervals 
between attacks or the patient may be relatively 
free of symptoms at these times. Physical findings 
are similar in type to those found in cases of acute 
pancreatic necrosis, but are less pronounced. Var- 
ious complications may materially alter the clini- 
cal picture of the disease. Jaundice may develop; 
there may be evidence of either external or internal 
pancreatic insufficiency, or both; a pseudocyst may 
form during an acute attack and become palpabie 
as the attack subsides; pancreatic calcification may 
be detected on roentgenologic examination; ulcera- 
tion into the stomach, duodenum or colon has been 
observed secondary to acute pancreatitis; bleeding 
into the gastrointestinal tract may occur, and a 
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peripancreatic abscess may develop and require 
drainage. 

While the cause of acute recurring pancreatitis is 
somewhat obscure, certain etiologic relationships 
have been noted. The treatment of recurring pan- 
creatitis is medical and surgical. During an acute 
attack, opiates, parenteral administration of fluids 
and nourishment, and general supportive measures 
are indicated. Many different surgical procedures 
have been advocated and tried for the prevention 
of recurring acute attacks. Current surgical therapy 
is largely based on the premise that recurrent at- 
tacks are caused by a reflux of bile into the pan- 
creatic ducts and therefore an effort is made to 
remove or obviate any obstruction in the region of 
the ampulla of Vater and prevent the occurrence of 
any abnormal increase in pressure within the com- 
mon bile duct. 

Numerous classifications of pancreatic cysts are 
found in the literature. As with most classifica- 
tions, the simplest one which is accurate and com- 
plete from a pathologic point of view is of greatest 
practical clinical value. The abbreviated classifica- 
tion which follows seems to fulfill most of these re- 
quirements: pseudocysts, retention cysts, neoplastic 
cysts, congenital cysts, parasitic cysts, and miscel- 
laneous cysts. Further information concerning each 
of these is given in the complete paper. 

The term “carcinoma of the pancreas”? commonly 
refers to a neoplasm which arises from the acinar 
elements of the gland or occasionally from the 
ducts. Tumors of the islet of Langerhans are defi- 
nitely less common and, of course, produce a clini- 
cal picture quite in contrast with that which results 
from an ordinary carcinoma of the pancreas. Pain 
is a prominent symptom in the majority of cases of 
carcinoma of the pancreas. The most common 
physical findings are loss of weight and the pres- 
ence of a mass in the upper part of the abdomen. 
The incidence of. jaundice will vary, depending on 
whether one studies reports of series of patients 
subjected to operation or reads reports of the patho- 
logic anatomists. Laboratory studies are of little 
positive value in arriving at a diagnosis of carci- 
noma of the pancreas in many cases but may be 
of some “negative value,” in eliminating other pos- 
sible conditions as a cause of the patient’s symp- 
toms. Some degree of anemia is common. The 
surgical treatment of carcinoma of the pancreas 
presents a discouraging picture at best. Cure of 
carcinoma of the pancreas by extirpation of the 
lesion is seldom possible. 

Since the first patient who had a tumor of the 
islets of Langerhans associated with hyperinsu- 
linism was operated on by W. J. Mayo in 1926, a 
significant number of cases of this type have been 
reported. In a few cases, a tumor of the islet cells 
has been found without associated hypoglycemia; 
however, cases of this type are definitely the ex- 
ception rather than the rule and have been re- 
ported mainly by pathologists and ordinarily are 
not of great clinical interest. 
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Clinically, the diagnosis of hypoglycemia due to 
a tumor of the islets of Langerhans can be sus- 
pected frequently from the history given by the pa- 
tient. He will complain usually of “fits,” spells of 
weakness, periodic loss of consciousness, or “at- 
tacks” which may vary considerably in their sever- 
ity. Generally, there are sweating, salivation, mus- 
cular relaxation, or tremors in the early phase. 
Subsequently, the patient becomes somewhat dis- 
oriented and loses consciousness if the attack pro- 
gresses. A tonic type of convulsion may ensue, 
and usually is characterized initially by flexion of 
the upper extremities with extension of the back 
and lower extremities. Later, all four extremities 
are fully extended. All of these symptoms respond 
promptly to the administration of dextrose. Patho- 
logically, most tumors of the islet cells are so-called 
adenomas. 

Medical treatment has never offered a satisfac- 
tory solution for the management of a patient who 
has a hyperfunctioning adenoma of the islets of 
Langerhans. In the exceptional borderline case of 
hypoglycemia, medical measures may control the 
symptoms fairly well; however, in this type of case, 
probably no true tumor of the islet cells is present. 
The surgical treatment of tumor of the islet cells 
associated with hypoglycemia may be very satis- 
factory if a relatively small functioning adenoma 
is found in an easily accessible portion of the gland. 
On the other hand, it may be much less satisfac- 
tory if no tumor is found or if an extensive neoplas- 
tic process is encountered. Some small adenomas 
ef the islet cells have virtually the same consist- 
ency and color as normal pancreatic tissue, which 
may make their recognition difficult. 

The type of case which offers the most difficult 
problem is the one in which careful exploration of 
the entire pancreas reveals no tumor. This, of 
course, does not mean that there is no tumor pres- 
ent, but merely that the surgeon is unable to lo- 
cate a tumor. It has been the author’s practice in 
recent years to resect approximately two-thirds to 
three-quarters of the pancreas in cases of this type, 
starting the resection distally at the tail and bring- 
ing it toward the head of the gland, usually a short 
distance to the right of the superior mesenteric ves- 
sels. In the author’s experience at the Clinic, a 
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good result may be anticipated if there is a tumor 
in the resected portion of the pancreas. A search 
for ectopic pancreatic tissue is always advisable 
when no tumor is found in the pancreas. Although 
total pancreatectomy has been performed as a 
primary procedure in a case of hyperinsulinism in 
which no tumor could be found, this is not a recom- 
mended procedure. A check on the value of the 
fasting blood sugar at a suitable interval after oper- 
ation affords evidence relative to the success of the 
operation. 
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Subphrenic Abscess (Les abcés sous-phréniques). R. 
DesjAcques and P. Reptumaz. Lyon chir., 1950, 
66: 687. 

The authors report their experiences in treating 
g patients with subphrenic abscess. In 4 cases the 
cause of the abscess was not apparent. In 2 cases 
the abscess developed following perforations of pep- 
tic ulcers, and in 1 case each the abscess occurred 
after gastric resection and cholecystectomy. The 
incidence of subphrenic abscess has greatly de- 
creased since the advent of early surgical treatment 
of perforated peptic ulcer, acute cholecystitis, and 
appendicitis. 

In all cases there was pus between the diaphragm 
and the liver; in 2 cases there was also pus beneath 
the liver. For all practical purposes a classification 
of these abscesses into two types is adequate: 
(1) subphrenic, and (2) subhepatic abscess. 

In one case cure was accomplished after conserva- 
tive treatment with penicillin and streptomycin. 
Eight patients were treated by surgical drainage, 
6 through a transthoracic approach, and 2 through 
an abdominal approach. It is important to avoid 
contamination of the pleura and peritoneum with 
pus, and when the pleura is traversed it is wise to 
protect the pleural cavity by suturing the dia- 
phragm to the skin, as the authors did in one case. 
Needle aspiration of the abscess is useful as a method 
of diagnosis but not as a method of treatment. 

The mortality from subphrenic abscess has been 
greatly reduced by treatment with antibiotics. The 
one death in this series occurred before penicillin 
was available. FREDERICK W. PRESTON, M.D. 


GYNECOLOGY 


UTERUS 


The Occurrence of “Clear Cells” in the Endometri- 
um (Ueber das Vorkommen der “hellen Zellen” im 
Endometrium). RosEMARIE GUNDELACH. Geburish. 
& Frauenh., 1950, 10: 442. 


It has previously been reported (Feyrter, 1946) 
that certain “clear cells” found in the endometrium 
may have an endocrine function, playing an inter- 
mediate role between the various hormones and 
their end organs. The endometrial preparations 
were fixed in a cold formolmercuric chloride mixture 
and stained with hematoxylin and eosin. Feyrter 
found a definite increase of these cells in endome- 
trial hyperplasia, and associated this increase with 
greater than normal estrogen levels. 

The author studied the occurrence of these cells 
in 62 cases of endometrial hyperplasia, 75 cases of 
normal endometrium in various phases of the cycle, 
6 corporeal polyps, and 23 cases of adenocarcinoma 
of the corpus and cervix. No correlation between 
the number of “clear cells” and the nature of the 
endometrium was found and the conclusion is that 
these cells do not have an endocrine function as 
described by Feyrter. Warren R. Lane, M.D. 


The Coagulation Therapy of Obstinate Erosion of 
the Portio (Koagulationstherapie hartnaeckiger 
Portioerosionen). HANs T1scHER. Geburtsh. & Frau- 
enh., 1950, 10: 469. 

The author reviews briefly the various medical 
(e.g., packing) and surgical measures (trachelec- 
tomy and tracheloplasty), and then lists the main 
points of the advantage of management by electro- 
coagulation: (1) the method is quick and quite 
painless; (2) the patient may be ambulatory; (3) 
there is only an insignificant danger of infection 
since the lymph channels are sealed off; (4) the 
time required for healing is brief (4 to 6 weeks); 
(5) there is a greater than 95 per cent chance of 
excellent results; (6) scarring and stenosis are almost 
nil, and cervical dilation later is usually unneces- 
sary; (7) there is restoration of, and lack of inter- 
ference with, normal cervical physiology; and (8) 
there is no tendency to produce sterility, and labor 
is not interfered with by previous cauterization. 

The author has treated 500 patients with cervical 
erosion and he is convinced that cauterization in 
the great majority of instances is the preferable 
method of management. WarREN R. Lane, M.D. 


Benign Papilloma of the Cervix. J. A. CHALMERS. 
Edinburgh M.J., 1950, 57: 199. 

Papillary lesions of the cervix are one of the rarest 
gynecological disorders. The subject was exhaustive- 
ly studied by Robert Meyer in 1921. 

Four types of papillary lesions occur in the cervix: 
(1) condylomas of infective origin (rare); (2) chan- 
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croid papilloma; (3) malignant papillary carcinoma, 
and (4) benign papilloma. 

The present article deals with benign papilloma. 
The lesion is usually single and it is difficult to dis- 
tinguish from condyloma or from carcinoma. A 
mucous polyp of the cervix may present a similar ap- 
pearance. Some believe that this papilloma is pre- 
malignant. Hofbauer states that areas of epithelial 
proliferation seen in polyposis of the colon are some- 
times premalignant. Similar conditions in the bladder 
and rectum are said to be premalignant. However, 
Meyer states that the benign papilloma is not pre- 
malignant. 

Most reported cases of this tumor are symptom- 
less and have been incidentally discovered during 
postpartum examination. The lesion may arise 
upon a basis of erosion, or in an apparently healthy 
epithelium, and may be single or multiple. Histo- 
logically, hyperplasia of the malpighian layer and 
of the basal layer may be observed with multipie 
large papillary growths branching from a central 
stalk. The tumor may be excised completely or may 
be treated with radium. 

The author describes 2 cases and shows 6 micro- 
scopic sections. Henry C. Fatx, M.D. 


Clinical and Pathological Notes about a Case of 
Fibromyoma at the Uterine Isthmus (Con- 
siderazioni cliniche e anatomo-patologiche su di un 
caso di fibromioma della regione istmica dell’utero). 
I. Ciivio. Ann. ostet. gin., 1950, 72: 455. 


The author describes a case of a fibroid at the 
uterocervical isthmus, and presents a review of the 
literature as far back as 1860. 

The clinical picture is characterized by pressure 
symptoms on the bladder, urethra, and rectum. 
Because of its location, this type of fibroid is more 
apt to cause dystocia during labor than its actual 
size would suggest. The operative difficulties are 
briefly discussed. HERBERT TEICHNER, M.D. 


Subclinical Carcinoma of Cervix Uteri. Evaluation 
of Endocervical Curettage in Detection and 
Differential Diagnosis of Preinvasive and Co- 
vert Invasive Carcinoma. Epcar R. Punp and 
Jor M. Ecuots. J. Am. M. Ass., 1950, 143: 1226. 


The idea that surface carcinoma could be the fore- 
runner of invasive carcinoma was first conceived by 
Broders. It was recognized then that adequate 
treatment of the lesion at this stage should result in 
cure. Papanicolaou was able, by examining the ex- 
foiiated cell, to pick up a cancer in its subclinical 
stage; however, advanced invasion may be present 
in the clinically innocent cervix, because invasion 
frequently remains confined within the endocervical 
canal for a period of years before a break-through of 
the vaginal surface occurs. The preinvasive car- 
cinoma, which usually begins at the squamocolumnar 
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junction, tends to displace the columnar epithelium 
more readily than the squamous epithelium. Since 
the carcinoma follows the surface contour into the 
glands, these deeper areas are probable sites for 
concealed invasion. For these reasons, the authors 
advised endocervical curettage in addition to multi- 
ple biopsies of the cervix. 

The authors believe that if only a preinvasive 
carcinoma is found, then the type of operation may 
be reserved to a simple total hysterectomy. How- 
ever, if the surface lesion appears to be a covert 
invasive carcinoma of the cervix, then the very ex- 
tensive operative procedure is necessary. They have 
found that covert invasive carcinomas may be sur- 
rounded by preinvasive borders. Since invasion fre- 
quently begins in the endocervical canal, evidence 
of invasion may be absent if only the portio is biop- 
sied. Histologic study of endocervical curettings 
minimizes the possibility of a false diagnosis of pre- 
invasive cancer. Henry C. Fark, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Congenital Alterations of the Fallopian Tubes Re- 
sulting from Aseptic Adhesive Chronic Fetal 
Peritonitis Due to Meconium (Alterazioni con- 
genite delle tube da peritonite fetale cronica adesiva 
asettica da meconio). ENRICO FERRARIO. Quad. 
clin. ostet. gin., 1950, 5: 17. 

The mother of the child here reported, a 26 year 
old primipara, gave a history suggesting tuber- 
culosis. On entering the hospital for delivery there 
was present a marked albuminuria, diffuse edema, 
and pre-eclamptic hypertension (180 Hg/11o Hg). 
With the appearance of the signs of fetal distress 
the membranes were ruptured artificially and low 
forceps delivery was carried out. The infant at birth 
exhibited massive ascites and later developed ana- 
sarca. Some meconium was passed, and this was 
followed by obstinate obstipation. The heart was 
enormously enlarged. The child died 7 days later. 

The autopsy findings were essentially cardiac and 
peritonitic. The peritoneal surfaces were everywhere 
covered by layers of inflammatory deposits. At 
places the deposits had developed into more or less 
massive, dense, adhesive processes. The most in- 
teresting, from an obstetricogynecologic standpoint, 
of these adhesions was a band of cicatricial tissue 
extending from the uterus to the nearby portion of 
the fallopian tube on the right side. This band 
straddled the tube and was firmly adherent to it. 

Histologically, the muscular layers of the in- 
testinal wall disclosed dehiscences at numerous 

ints. The greater number of these dehiscences 
involved, as a rule, the internal layer and appeared 
to be artefacts resulting from the handling and stain- 
ing of the tissue specimens; however, a few involved 
the longitudinal stratum and exhibited the peculiar 
wedge-shaped appearance, described by Moretti as 
not that of an artefact. In some of the latter areas 
blood vessels had intruded and the consequent inter- 
reactions of growth and degeneration had left spaces 
through which, it is assumed, the meconium could 
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gain passage through the intestinal wall to the peri- 
toneal serosa. One place was found in which the 
muscular layers were entirely absent, the mucosa 
and submucosa lying directly on the layers of in- 
flammatory reaction mentioned before. This de- 
fect is regarded as of congenital origin. 

Both the fallopian tubes showed evidence of in- 
flammatory processes, but the right, or impermeable 
tube, was by far the most severely involved. In 
the right tube no point at which the lumen was en- 
tirely occluded could be found; this, of course, is 
not tantamount to stating that such an occlusion 
did not exist at some point. However, there was 
ample evidence of phlogistic change, involving the 
mucosal as well as the serosal surfaces and extending 
through the tubal walls. These inflammatory find- 
ings were especially marked in the right tube at the 
point where it was straddled by the adhesive band 
described, but no constricting effects of the band 
could be seen in the tubal lumen. Severe inflamma- 
tory changes were also visible in the ampullar and 
infundibular portions of the tube. The fimbriae and 
mucosal folds were swollen, malformed, and stuck 
together. The mucosal epithelium showed extensive 
desquamation. The inflammatory appearances were 
always more severe near the mucosal surface, as 
though the process had spread into the tubal walls 


from the mucosal, rather than the serosal, surface. 


Everywhere, in addition to the usual types of in- 
flammatory cellular infiltration, there were larger, 
even gigantic, cells of apparently phagocytic type, 
filled with granules and shoals of a yellowish brown 
pigment which gave the staining properties con- 
sistent with those of meconium. 

No evidence of tuberculosis or other specific 
process was uncovered and the author concludes 
that the process was aseptic and caused by a passage 
of meconium into the peritoneal cavity. The cardiac 
involvement was believed to be entirely independent 
of the peritonitic process although it was admitted 
that the two processes might be part and parcel of 
a common embryonic or fetal fault of development 
arising during intrauterine life. 

From the findings as a whole the author concludes 
that a leakage of meconium occurred through a con- 
genital defect—perhaps a tiny, undiscovered per- 
foration—into the peritoneal cavity, with subse- 
quent passage of the meconium and irritating prod- 
ucts of peritoneal inflammation into the abdominal 
aperture of the fallopian tubes, where further 
phlogistic reactions were started. 

The author believes that such processes in general 
might explain some of the instances of sterility in 
the adult woman in whom no evidence of a specific 
process can be found. Joun W. Brennan, M.D. 


The Conservative Treatment of Salpingitis Compli- 
cating Myoma Uteri. H.C. Fark, CARL MANDEL- 
BAUM, and GEORGE BLINICK. Amn. Surg., 1950, 132: 
247. 

The Falk operation of cornual resection for re- 
current salpingitis is based on bacteriologic and 
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histopathologic evidence showing that gonorrheal 
infection from the endocervix reaches the tube by 
direct extension along the epithelium of the endo- 
metrium and endosalpinx. Interruption of this epi- 
thelial continuity prevents re-infection of the tubes, 
and since it has been shown that the tube does not 
reinfect itself, this operation results in the cure of 
recurrent salpingitis. 

At Harlem Hospital, one-third of patients who 
are admitted with myoma uteri have coincidental 
pelvic inflammatory disease of varying severity. 
Myoma uteri tends to occur at a younger age in 
Negro women, so that at the time of operation ova- 
rian conservation is frequently desirable. Hysterec- 
tomy without removal of the diseased tubes inter- 
rupts the epithelial continuity from the cervix to 
the tube and can be safely used for the treatment of 
adnexitis associated with myoma uteri. By leaving 
the tube and ovary in situ the vascular supply of 
the ovary is least jeopardized so that subsequent 
cystic degeneration is rare. Postoperative mortality, 
morbidity, and incidence of intestinal injury are 
lessened. A total of 135 cases are reported with a 
clinical cure rate of 85 per cent. The primary 
operative mortality was less than one per cent in 
this series. GeorceE Bunick, M.D. 


A Case of Bilateral Carcinoma of the Fallopian 
Tubes (A propésito dum caso de carcinoma bilateral 
das de fal6épio). VAasconceLos FrazAo. 
Bol. clin. hosp. civ. Lisboa, 1948, 12: 430. 


The author describes a case of bilateral adeno- 
carcinoma of the fallopian tubes, both of which 
showed evidence also of tuberculous salpingitis. 
There was metastatic involvement of both ovaries. 

In reviewing the literature, the author found 453 
cases of carcinoma of the tubes, one-third of which 
were bilateral. HeErBErtT TEICHNER, M.D. 


Bilateral Polycystic Ovaries: Stein-Leventhal Syn- 
me. FRANcIS M. INGERSOLL and WILLIAM V. 
McDermott, Jr. Am. J. Obst., 1950, 60: 117. 


At the Vincent Memorial Hospital in Boston, 
Massachusetts, 21 cases of polycystic ovaries, which 
have the same pathologic picture as that originally 
described by Stein, have been collected. The gross 
appearance is fairly uniform in that each is enlarged 
two to five times its normal size, is pale white in 
color, with mottled gray areas due to the numerous 
cysts, and normal in shape. On cut section the 
tunica albuginea is a thick white layer, the stroma 
is dense and tough, and no corpora lutea are present. 

The clinical picture of this rare pathologic entity 
is variable. Although amenorrhea and oligomenor- 
thea are the most common symptoms, menometror- 
rhagia may also occur. In 12 patients, basal meta- 
bolism, follicle stimulating hormone, and 17-keto- 
steroid determinations were within normal levels. 

The diagnosis is established by pelvic or rectal 
palpation of the enlarged ovaries. Gynecography, 
pneumoroentgenography, or culdoscopy are all of 
definite aid. 
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The treatment is surgical. Wedge resection of the 
ovaries with loosening of the capsule and puncture 
of the cysts, as described by Stein, is the recom- 
mended procedure. Joun R. Wotrr, M.D. 


EXTERNAL GENITALIA 


Clinicoexperimental Research on the Inhibiting 
Action of Some Esters of Gallic Acid on the 
Saccharomycetes Living in the Vagina (Ri- 
cerche clinico-sperimentali sull’azione inibente di 
alcuni esteri dell’acido gallico sui saccaromiceti di- 
moranti in vagina). Dino Cazzora. Riv. ostet. gin., 
1949, 4: 492. 


The author reports the results of an in vitro and 
in vivo study of the action of propyl and butyl gallate 
on strains of Moniliastellatoidea, Monilia tropicalis, 
and Monilia candida albicans, which, according to 
American authors, should be principally incriminated 
as pathogenic agents of vulvovaginal mycoses. 

The in vitro tests have proved that both gallates 
exercise an inhibiting action on these strains, de- 
pending on the concentration of the drugs used. 
Concentrations of from 1 to 8 per cent can be relied 
upon to be effective, but they require a certain time 
to act: generally, a contact limited to a few hours 
and sometimes up to 24 hours gave negative results, 
but after 24 hours there was absolute inhibition. 
The useful time for the most complete action of the 
substances varied from 48 to 72 hours. The Monilia 
stellatoidea was inhibited to the greatest extent by 
the two gallates, while the Monilia candida albicans 
was the most resistant strain. Butyl gallate must 
be regarded as being more active than propyl gallate. 

The application of butyl gallate in 5 per cent con- 
centration to the vagina of women with nearly nor- 
mal flora produced a numerical decrease in the 
colonies of saccharomycetes. This observation was 
constant after an adequate period of treatment, but 
complete disappearance of the mycetes was not ob- 
tained. This was in contrast to other preparations 
used in the treatment of vulvovaginal mycoses which 
cause total destruction of the mycotic colonies. 
This phenomenon is even more evident in pregnant 
women in whom the quantity of saccharomycetes is 
always very high. 

From the therapeutic point of view, the results 
obtained suggest that the strains which possess the 
most pathogenic power, even if only latent, can be 
eliminated, while other strains which are nonpatho- 
genic or slightly pathogenic and indispensable for 
the characterization of the vaginal milieu will re- 
main. Therefore, the preparations that have been 
studied possess a selective power, which is an in- 
dispensable attribute of the preparations which are 
to be used in the treatment of vulvovaginal mycoses. 

RicHARD KEMEL, M.D. 


Vulvovaginitis Due to Candida Albicans (Vulvo- 
vaginites 4 Candida albicans). E. Vaysstre and 
ANDREE SALIGNON. Rev. fr. gyn. obst., 1950, 45: IOT. 


Candida albicans is frequently present in the fe- 
male genitalia and seems to exist as a saprophyte. 
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In this series of 450 women it was found in 34 per 
cent of the pregnant patients and in 14 per cent of 
the nonpregnant patients. 

When passing into the pathogenic state, it causes 
small superficial ulcerations in the mucosa. In some 
areas the inflammatory process penetrates deeper, 
destroying the basal layer of the epithelium, and 
covers the chorion with an exudate rich in poly- 
nuclear cells. Vasodilatation is part of the picture. 

The subjective symptoms consist of vulvar itching 
and a marked burning sensation. In the initial 
stage, there is a rather dry erythematous vulvo- 
vaginitis with thick, white, velvety membranes, 
particularly in the vaginal fornices, which can 
easily be detached. In a later stage there is severe 
dyspareunia. The white discharge becomes serous 
and contains clumps resembling curdled milk 

This mycosis affects women between 20 and 43, 
mostly the age group between 25 and 35 years. It 
seems to be more prevalent in spring and in fall. 
There is a definite relationship to pregnancy, usually 
appearing at 434 to 5 months, and to the menstrual 
cycle, the infection being greatly exacerbated about 
the twenty-second to twenty-fifth day only to sub- 
side just before the onset of menstruation. Often 
a woman is a carrier of spores in a dormant stage, 
which under favorable conditions resume their de- 
velopment and produce clinical manifestations. In 
1 of 5 cases the parasite may be recovered from the 
preputial secretion of the husband. 

The authors established experimentally that in 
vitro the optimum #H is 5.5, with a compatible 
range from 4.8 to 6.5. This was found to coincide 
with the vaginal pH in patients affected with Can- 
dida albicans, in whom the values ranged from 4.5 
to 6.0. The biological factor, which is indispensable 
for the development of this vaginitis, is an ab- 
normally high glycogen content of the epithelial 
cells which in the presence of glycolytic ferments 
and the Doederlein bacillus furnish the nutritional 
requirements for the growth of the fungus. The 
fungus is not directly stimulated by endocrine 
changes, as might be suggested by the clinical picture 
which becomes predominant in a certain phase of 
pregnancy and of the menstrual cycle. The high 
levels of folliculin and of progesterone cause an in- 
creased secretion of glycogen which is primarily re- 
sponsible for the development of the fungus. 

In the differential diagnosis the pruritus in dia- 
betes must be considered; however, this itself does 
not favor the growth of Candida albicans. Tricho- 
monas vaginalis has a foamy, fluid discharge which, 
under the microscope, will reveal the presence of the 
flagellates. Staphylococcus infections are often ac- 
companied by folliculitis or even furunculosis about 
the vulva. Moreover, the subjective manifestation 
of Candida albicans is rather a burning sensation 
than an itching. Also to be considered are urinary 
infections and pyelonephritis during pregnancy, and 
gonococcal and pseudogonococcal infections. 

The clinical diagnosis is confirmed first by staining 
a vaginal smear with gram stain or with methylene 


opportunity to use them. 
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blue, which will show the fungus with its filaments 
and spores. Culture of the suspected vaginal secre- 
tion on Sabouraud’s medium will result in the growth 
of white, softish colonies which are perfectly round 
and slightly raised, and which become brownish 
with age. 

Treatment in the average case will be successful 
with vaginal douches with a 1 to 2,000 solution of 
silver nitrate for 3 or 4 days. The more resistant 
case may require painting of the vagina with 2 per 
cent gentian violet, although vaginal douching with 
a 1 to 1,000 or a 1 to 2,000 solution may suffice. 
Finally, the recently developed sodium and calcium 
proprionates, and the 3 per cent undecylic acid jelly 
are suggested, although the authors have had no 


HERBERT TEICHNER, M.D. 


MISCELLANEOUS 


Spermatic Mesomucinase: Generalities (Sulla meso- 
mucinasi spermatica: generalita). ARTURO GIAROLA 
and CARLO BALLERIO. Ann. ostet. gin., 1950, 72: 371. 


The authors recall that after Chain and Duthie 
had succeeded in ascertaining the enzymatic nature 
of the diffusing factor, McClean and Rowlands dem- 
onstrated that the hyaluronidase of the seminal fluid 
caused rapid denudation of the ovum, which is nec- 
essary to allow the spermatozoon to come in contact 
with the ovum and penetrate into it. Thus, hy- 
aluronidase assumes the significance and function of 
the essential factor for fecundation. Repeated ob- 
servations on the seminal fluid of most mammals 
have revealed the existence of a rather strict propor- 
tion between the number of spermatozoa and the 
concentration of hyaluronidase, but this is not ad- 
mitted by all investigators. Studies are now being 
made in man to ascertain whether or not this pro- 
portion is present, and most authors have already 
concluded in its favor, under physiologic conditions. 
On the other hand, hyaluronidase would be com- 
pletely absent from the seminal fluid of azoosper- 
matic subjects. 

On the basis of our present knowledge, which ad- 
mittedly is incomplete and in parts controversial al- 
though suggestive, interesting attempts have been 
made to interpret the pathogenesis of some forms of 
sterility. Thus, McClean and Rowlands have ad- 
vanced the theory that not one but a certain number 
of spermatozoa must come in contact with the ovum 
to be fecundated, because the spermatozoa are the 
principal vectors of the enzyme and must bring a 
sufficient quantity of it in contact with the oophorous 
cellular mass to dissolve it. This would explain the 
sterility of oligospermic subjects with perfectly nor- 
mal spermatozoa. 

Another fact that would confirm the concept of 
strict interdependence of enzyme production and 
spermatogenesis is the practically constant absence 
of hyaluronidase in the testes of nonpuberal animals 
and cryptorchids, and its decrease to the vanishing 
point in testicular atrophy. Furthermore, most au- 
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thors agree that there is no proof that the enzyme 
could be elaborated in parts of the male genital ap- 
paratus other than the testes. However, in direct 
contrast is a recent experimental study of Ciulla and 
Gandola, according to which the prostatic secretion 
obtained by massage from normal and azoospermic 
subjects showed a definite hyaluronidase activity in 
a large number of cases; in addition, there was no 
statistically significant difference in activity between 
the two types of subjects. 

There are probably no specific activators of the 
enzyme, but there are numerous inhibitors, such as 
blood serum, heparin, and other anticoagulant sub- 
stances, such as gastric mucus, ascorbic acid, ruto- 
nine, suprarenal cortical extract, antihistamines, 
salicylic acid, and salicylates. Attempts to explain 
sterility by the direct intervention of inhibitors or of 
hyaluronidase antibodies have not been confirmed 
by experimentation. From the medicolegal point of 
view, the extraordinary resistance of the enzyme to 
aging would allow specific identification of sper- 
matic spots after protracted periods. 

RicHARD KEmMEL, M.D. 


Can One Speak of ““Muelleroma” in the Genesis of 
Some Forms of Amenorrhea? (Puede hablarse 
de “‘Muelleroma” en la génesis de algunas formas de 
amenorrea?) VicToR CONILL SERRA. Obst. gin. lat. 
amer., 1950, 8: go. 

Four cases of intense and progressively advancing 
dysmenorrhea in young women of from 18 to 24 
years of age are reported. The suffering in this form 
of secondary amenorrhea was always such as to in- 
duce the patient to submit to any sort of operative 
mutilation in order to gain relief. The point of 
maximum pain was always exactly localizable by 
the patient at the point where the tumor was later 
uncovered. 

In the first 3 patients the tumor was found in the 
round ligament on the side indicated, more or less 
adjacent to the point of attachment of the ligament 
to the uterus. The removal of the mass always 
brought dramatic relief. The mass was always 
rounded and of muscular tissue with a small irregu- 
lar cavity in the center which was filled with a dark- 
colored, sanguineous fluid. The histologic picture 
was always that of an atresic uterus-in-miniature, 
which has been denominated a ‘“‘muelleroma”’ by 
Cénill Montobbio. 

The fourth patient was an exception because dur- 
ing the first operation no tumor could be discovered; 
metrotomia, according to the method of Menge, and 
sympathectomy, according to the method of Cotte, 
were done. However, the pain persisted and became 
so intense that the patient insisted on a second 
laparotomy. With careful palpation of the liga- 
mentum rotundum at this second operation, a small 
mass was detectable, which hardly protruded over 
the surface of the ligament, right up against its point 
of attachment. This tumor was removed just as in 
the other cases and the relief afforded was just as 
dramatic. 
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The tumor in the last case consisted of a muscular 
wall, without evidence of a capsule, with a more or 
less stellate central cavity lined with a cylindrical 
epithelium and containing a syrupy bloody fluid. 
The histological appearance was exactly that of a 
uterus-in-miniature. Some of these cylindrical cells 
were observed to be ciliated. 

The author believes that in the cases of the tumor 
in question there is a displacement of an embryonic 
rest of the muellerian duct toward the round liga- 
ment. Thisdisplacement could only occur at the point 
where the gubernaculum of Hunter contracts adhe- 
sions with the duct of Mueller. Thus, it could occur 
only at the twelfth week of intrauterine life and coin- 
cides with the fusion of the pair of ducts to form the 
genital cord. 

The author believes that this mass may represent 
a simple choristoma (coristos: I separate), in the 
sense of this word used by R. Meyer, or a uterus-in- 
miniature. 

The pathologist, G. Sanchez Lucas, does not accept 
the concept of ‘‘muelleroma” and classifies the new 
growth among the adenomyomas, and this is why 
the author uses the question marks in the title of 
his article. The purpose of the publication of the 
article in the Obstetricia y Ginecologia Latino-A meri- 
canas is to center the discussion of muelleroma 
therein. Joun W. BRENNAN, M.D. 


Hysterography in Cancer of the Uterus. Morpho- 
logic and Functional Findings (L’isterografia nel 
cancro dell’utero. Osservazioni morfologiche funzio- 
nali). BRAIBANTI and GUISEPPE BIANCHI. 
Quad. clin. ostet. gin., 1950, 5: 4. 

The hysterographic findings in 3 cases of cancer of 
the uterus are here reported. The first case was that 
of a 66 year old multipara who had always been well, 
whose menopause had set in 26 years previously, 
and who had been losing small quantities of blood 
from the genitalia for about 10 days previous to ad- 
mission. The hysterogram displayed a large rec- 
tangular shadow permeated by small shadow lacunae 
with irregular borders. The injection was accom- 
plished by the catheter method; yet there were no 
uterine contractions during the process of injection 
and the tubes did not fill. Twenty-four hours later 
there was still a certain amount of opaque material 
in the uterine cavity; there was none in the tubes or 
peritoneal cavity. Biopsy disclosed the presence of 
adenocarcinoma of the corpus uteri and panhyste- 
rectomy uncovered a neoplastic mass occupying the 
entire cavity of the body of the uterus but terminat- 
ing at the internal uterine orifice. The tubes ap- 
peared to be intact. 

The second case was that of a 63 year old multi- 
para who had been in the menopause for 16 years, 
had always been well, but had been passing a little 
blood for 20 days prior to admission to the hospital. 
The injections were made with a metallic cannula 
which protruded but slightly from the obturating 
rubber olive of the injector. During the injections 
the cervical canal exhibited an irregular outline. The 
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3 c.c. injected showed the normal triangular contour 
of the corpus uteri; again, however, there was no 
evidence of filling of the tubes. In the serial expos- 
ures taken during the evacuation of the contrast 
material the image of the cavity of the corpus was 
seen to terminate in a wide, saw-toothed lower bor- 
der from which the cervical canal shadow continued 
in a narrow, irregular band. Twenty-four hours later 
there was still a notable quantity of opaque material 
in the lower portion of the cavity of the corpus uteri; 
the cervix was invisible. Biopsy disclosed a highly 
atypical malpighian, basocellular epithelioma of the 
cervical canal. Panhysterectomy uncovered a cer- 
vical canal reduced in volume by the presence of a 
proliferating, ulcerated neoplasm, in places of nodu- 
lar aspect. The walls of the cervix were infiltrated. 

The third case was that of a 44 year old multipara. 
For the past 3 months, following a preclimacteric 
period of amenorrhea, there had been an almost daily 
loss of small quantities of blood, aggravated by sex- 
ual intercourse. The first hysterographic examina- 
tion was done with the catheter method and gave 
practically normal results. Some days later a second 
examination was done with the uterine injector de- 
scribed previously. During the injection a cavitation 
was demonstrated in the right lateral part of the 
cervical canal, immediately above the internal os. 
The defect was the size of a grape and was slightly 
irregular in outline. During the period of evacuation 
of the opaque material the niche disappeared. In 
this latter examination the tubes did not fill. Bi- 
opsy disclosed an adenocarcinoma of the cervical 
canal and panhysterectomy uncovered a rather large 
ulcerative defect of the anterolateral wall of the 
cervix, immediately above the internal os and de- 
veloping upward and laterally with its aperture fac- 
ing downward toward the os. Its peculiar disposi- 
tion, in the author’s opinion, explains why it was 
visible only during the period of forced filling with 
the injector. 

From this study, which the author admits is not 
extensive with regard to the amount of material 
covered, he concludes that the catheter method of 
injection is of value in that it is more apt to produce 
contractions in the normal uterus and thus assist in 
the recognition of the inhibitory effect of extensive 
cancer on the uterine function (absence of contrac- 
tions), while the injector method is of especial value 
in demonstrating small morphological changes (fill- 
ing defect as in the third case of this material) in 
the less extensive cases. 

The need isemphasized for selectively choosing the 
method of examination from case to case, and for re- 
peating serially the exposures, both during the period 
of filling and the period of evacuation. 

When not more than 4 c.c. of the opaque medium 
are injected and the examination is carried out with 
proper care, the author believes that the examina- 
tion harbors no serious dangers. He considers the 
method of value both in making the diagnosis of 
cancer of the uterus and in determining the location 
and extent of the cancerous lesion. The method is 
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also of value in indicating the distance into the uter- 
ine cavity at which irradiation treatment should be 
applied. Joun W. Brennan, M.D. 


Matrimonial Sterility: Causes of Conjugal Sterility 
(La sterilita matrimoniale: sulle cause della steri- 
lita coniugale). Carto BALLERIO and ARTURO GIA- 
ROLA. Ann. ostet. gin., 1950, 72: 341. 


Those who do not procreate are sterile and those 
who cannot procreate are impotent; since sterility is 
connected with marriage, the term of male or female 
sterility should be replaced by that of matrimonial 


or conjugal sterility. Before making a definitive diag- 


nosis of primary conjugal sterility, a certain period 
should be allowed to elapse which is generally ac- 
cepted as being at least 3 years of active matri- 
monial life during the reproductive age. Secondary 
sterility applies to the partners of a union in which 
there have been one or more conceptions but none 
for many years of ordinary sexual relations during 
the reproductive age. A peculiar condition of second- 
ary sterility is that of one-child sterility. 

The requirements for full reproductive function 
are: for the male, the capacity of having intercourse 
and of fecundating; for the female, the capacity of 
having intercourse, of conceiving, of bringing the 
pregnancy to term and of giving birth to the child. 
There is an average male sterility of from 25 to 30 
per cent, which reaches 50 per cent when the cases of 
indirect sterility are included (sexual diseases trans- 
mitted to the female). From 50 to 60 per cent of the 
cases of sterility are of female origin. In 15 to 20 per 
cent the responsible factors cannot be discovered. 

Incapacity of having intercourse may be func- 
tional or instrumental (anatomic). The first occurs 
when with anatomically normal genital organs there 
is absence of the mechanisms which make their use 
for copulation possible; the second occurs in the pres- 
ence of congenital or acquired anatomic changes of 
the genital organs. In the female, certain psychic 
anomalies, dyspareunia, and vaginism belong to the 
causes of functional incapacity of having intercourse. 

In the male the incapacity of fecundating may 
exist without that of having intercourse, and vice 
versa. Its causes are numerous, such as age, an- 
orchidism, cryptorchidism, infection of the genital 
apparatus, and general diseases. Abnormality of the 
seminal fluid is the principal cause. In the female 
the main causes are aplasia, anatomic and functional 
infantilism (average 33 per cent), gynecologic in- 
flammatory disorders (45 per cent), uncomplicated 
genital displacements (6 per cent), genital tumors 
and endometriosis (10 per cent), and general diseases 
(6 per cent). Nowadays, little value is attributed to 
cervical stenosis, so that in certain study centers the 
use of dilating the cervix is condemned. 

Incapacity of bringing the pregnancy to term is 
generally due to local diseases ‘eekounestitis) or gen- 
eral diseases (syphilis), but perhaps more frequently 
than is suspected it is due to conjugal blood incom- 
patibility (Rh or ABO incompatibility). 

RicHARD KEMEL, M.D. 


GYNECOLOGY 


Matrimonial Sterility: Diagnostic Procedure for Ex- 
amination of a Presumably Sterile Couple (La 
sterilité matrimoniale: il procedimento diagnostico 
nell’ esame di una coppia presunta sterile). ARTURO 
GIAROLA and CARLO BALLERIO. Ann. ostet. gin., 
1950, 72: 354. 


Examination of the female includes a familial and 
personal history, a general objective examination, a 
study of the genital function, and an accurate 
gynecologic investigation. The determination of the 
vaginal and cervical pH is extremely important. A 
study of the vaginal flora and cells should be made, 
colposcopy should be performed, and the tubal 
permeability should be verified. Celioscopy may be 
found advisable. The compatibility between the 
vaginocervical secretion and the sperm is tested, and 
the subject is then discharged temporarily with in- 
structions aimed at clearing up some aspects of the 
utero-ovarian functional cycle. Ovulation time is 
studied by means of vaginal, cervical, endometrial, 
muscular, hormonal, humoral, potentiometric, and 
biologic tests, and, finally, by examination of the 
basal temperature curve. Thus, the diagnostic search 
must be made in four directions: (a) search for 
mechanical factors which prevent or impede con- 
jugation of the sperm with the ovum; (b) search for 
humoral incompatibility between the cervicovaginal 
secretions and the seminal fluid; (c) analysis of men- 
strual disorders and search for unrecognized endo- 
crine disorders; and (d) verification of general fac- 
tors which may be certain anemic states, tuber- 
culosis, syphilis, pyelonephritis. 

Examination of the male also includes a familial 
and personal history, the latter with particular 
emphasis on venereal diseases, and a general ob- 
jective examination, followed by the usual clinical 
and laboratory studies. The reproductive function 
is then investigated. The degree of spermatogenic 
activity of the seminal fluid is estimated by macro- 
scopic, microscopic, chemicobiologic, and crystallo- 
graphic examination. The following rules are ob- 
served for the collection of spermatic material: (1) 
the subject must have abstained from intercourse for 
not less than 48 hours and not more than 72 hours; 
(2) the collection must be made in the laboratory 
through masturbation, using sterile neutral glass- 
ware and particular care not to lose the initial frac- 
tion of the fluid (which is especially rich in sperma- 
tozoa) and to empty the urethra by expression; (3) 
contamination of the seminal fluid by any foreign 
substance must be strictly avoided; and (4) it is 
important that the collected fluid be kept at 20 
degrees C. 

A sperm is considered normal when it presents the 
following characteristics: volume, 2.5 c.c.; sperma- 
tozoids, not less than 60 million; mobility well 
marked at the first examination (50 per cent or more 
of mobile spermatozoids after an hour); vitality 
index not lower than 2; 40 per cent or less of non- 
physiologic forms in the spermatogram (index of 
morphologic atypism under 3); viscosity index not 
lower than 1.35; positive biologic tests. 
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In azoospermia repeatedly found on simple micro- 
scopic examination, it is necessary to ascertain 
whether it is due to block of the excretory canals or 
to defect of the germinal tissue. The decision is 
based on puncture of the epididymis or vas deferens, 
or on testicular biopsy. RicHARD KEMEL, M.D. 


Urethral Diverticulum with Calculus in Women 
(Diverticule de l’uréthre avec calcul chez la femme). 
Paut LaBBé, JOHN FISHER, and ANTOINE PETTI- 
GREW. Union méd., Canada, 1950, 79: 647. 


The authors report a case of urethral diverticulum 
with calculus in a woman of 46 years who had dys- 
pareunia to the point of making intercourse impos- 
sible, and in whom they removed the sac with its 
contents through an incision in the anterior vaginal 
wall. Recovery was prompt. 

Cases of urethral diverticulum in women are rare 
in the literature and their etiology is disputed, but 
the opinion that they are of acquired origin prevails. 
Two main causes are involved: traumatism and in- 
fection. A traumatism will weaken the urethral wall 
at some point and the mucosa will subsequently her- 
niate there. The lesion may also be caused by the 
passage of a stone or of an instrument in repeated 
catheterizations. On the other hand, a glandular ca- 
nal obstructed by infection will give rise to the for- 
mation of a retention cyst. If this occurs in several 
neighboring glands, the purulent sac gradually in- 
creases in volume and, if it ruptures in the urethra, 
the result will be a diverticulum. The infection may 
be secondary to a cystic dilatation of the glands. 

Two factors concur in the formation of a calculus 
in a diverticulum: urinary stasis and infection which 
favors precipitation of the salts dissolved in the 
urine. It is possible that a calculus coming from the 
upper urinary tract becomes lodged in a urethral 
diverticulum where it increases in size by accretion 
of urinary salts. 

In a typical case the patient presents functional 
symptoms: pollakiuria, intermittent dysuria, noctu- 
ria, sometimes partial incontinence, and discharge of 
pus in the urine. When pain is severe, the patient 
has discomfort on walking and sitting, and supra- 
pubic, lumbar, and perineal pain is not rare. When 
the diverticulum contains a calculus, transitory hem- 
aturia may appear, but the main trouble is dyspa- 
reunia which makes intercourse practically impos- 
sible. Obstruction with retention is exceptional. 

Palpation reveals a swelling of variable form and 
size in the anterior wall of the vagina back of the 
meatus. In the absence of calculus this mass is fluc- 
tuating and empties under pressure: this is a pathog- 
nomonic sign. The patient may also note enlarge- 
ment of the mass after micturition. If there is a cal- 
culus, the tumefaction is hard, smooth, rounded, and 
palpation is painful. Urethroscopy reveals the orifice 
and makes it possible to determine the diameter of 
the diverticulum. It also permits passage of a sound 
to inject opaque substance and perform urethrodi- 
verticulography. A plain film is indicated when a 
calculus is suspected. The differential diagnosis in- 
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cludes cystocele, prolapse of the anterior vaginal 
wall, vaginal cyst, periurethral abscess, granular 
urethritis, cyst and abscess of Skene’s glands, and 
urethral stricture. 

Treatment of the diverticulum with or without 
calculus is surgical, the vaginal route usually being 
preferred. After the introduction of a Foley catheter 
into the urethra, the sac is exposed through an in- 
cision in the anterior vaginal wall and dissected up 
to its collar where it is excised close to the urethra; 
the orifice is closed and the vaginal wall sutured. 
Urethral drainage is essential and must be main- 
tained for a week or more. Sometimes suprapubic 
derivation cystostomy is necessary. 

RIcHARD KEMEL, M.D. 


Antibiotics in the Treatment of Genital Tubercu- 
losis in Women. AKE B. V. Ryp&én. Acta obst. 
gyn. scand., 1950, 30: Supp. 2. 


With the more frequent use of endometrial biopsy 
and salpingography, it has been possible to detect 
early asymptomatic cases of genital tuberculosis. 
Although it is difficult to determine the exact inci- 
dence of early female genital tuberculosis by endo- 
metrial biopsies done for various reasons, the inci- 
dence reported in the literature is somewhere around 
1 to 2 per cent. Among women studied primarily for 
sterility, the incidence ranges from 2.9 to 37.5 per 
cent. With the finding of early genital tuberculosis, 
an increased interest has arisen in nonsurgical 
methods of treatment, especially the use of anti- 
biotics, mainly streptomycin. 

The author investigated the effects of various 
combinations of streptomycin, p-aminosalicylic acid 
(PAS), and a chaulmoogra oil derivative. A total 
of 33 cases was studied: 26 cases with negative 
pelvic findings but with chronic salpingitis and 
tuberculous endometritis by histologic examination, 
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and 7 cases in which, at operation, adnexal tumors 
suggestive of tuberculous infection and histological- 
ly diagnosed tuberculous endometritis were found. 
Weekly endometrial biopsies were carried out until 
the biopsy specimens were free of tuberculous chang- 
es. Following this the patient was subjected to 
curettage without cervical dilatation (the latter 
supposedly causing a flare-up of the process). One- 
half of this material was used for guinea pig inocula- 
tion, the other half for histologic study. Control 
examinations were carried out by salpingography 
with water soluble media and bacteriologic examina- 
tion of the cervical secretions. 

In only 3 cases did recurrence develop (in 2 pa- 
tients treated with PAS and in 1 treated with strep- 
tomycin). Thirteen of the 33 patients were subse- 
quently operated upon and in g of these the process 
was definitely cured. The following drugs and com- 
binations of drugs are listed in the order of increasing 
effectiveness: PAS, streptomycin, PAS and strepto- 
mycin, streptomycin and chaulmoogra oil. Because 
of the relatively small number of women studied, 
however, no definite conclusions can be reached. 

In none of the cases was uterine hypoplasia found, 
even though this reputedly predisposes to tubercu- 
losis. As for the culture of cervical secretion, this 
was thought not to be of great value (9 cases positive, 
of the 33, all definitely proven to have tuberculosis). 
The authors also studied the possibility of spontan- 
eous healing of tuberculous endometritis at men- 
struation, but could find no evidence for this. By 
curettage, an infected basal layer of endometrium 
persisted postmenstrually. 

In view of the favorable effect of antibiotic treat- 
ment in female genital tuberculosis, it is suggested 
that conservative therapy be tried before any radical 
or mutilating procedures are performed. 

WarreEN R. Lane, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


The Quantitative Determination of Gonadotropin 
by the Male Frog—Rana esculenta. (Die quan- 
titative Gonadotropinauswertung beim maennlichen 
Frosch—Rana esculenta). J. M. Bepoya and F. 
Praza. Geburtsh. & Frauenh., 1950, 10: 509. 


The method of determining gonadotropin levels 
as proposed by Zondek, using 6 rats weighing be- 
tween 30 and 35 gm., and taking 2 days for comple- 
tion, is discussed and its disadvantages are described, 
such as too large a number of animals are needed, too 
great a period of time to obtain results is required, 
and too indefinite an endpoint is reached. 

The male frog (Rana esculenta) has proved its 
value in the test for pregnancy, the endpoint being 
an ejaculation of spermatozoa. It is therefore pro- 
posed to attempt the use of a “frog unit” for a 
quantitative determination of gonadotropin. 


Frogs weighing between 25 and 35 gm. were used. 


They were kept at room temperature and no special 
care was taken of them except that the water they 
were in was changed daily. It was found that rs in- 
ternational units of a standard preparation of chori- 
onic gonadotropin were required to cause ejacula- 
tion; therefore, “frog unit’’ corresponds to 15 i.u. 
This leads the authors to believe that the frog unit 
is too large a unit for practical use as a measure of 
gonadotropin. Incidentally, equine gonadotropin, 
even after an injection of 100 i.u., does not cause an 
ejaculation of spermatozoa. 
WarrEN R. Lane, M.D. 


Definition of a Frog Unit and a Method of Titration 
for Gonadotropin according to Frog Units 
(Definition einer Frosch-Einheit und ein Titrations- 
Schema fuer Gonadotropin nach Frosch-Einheiten). 
K. Evam. Geburtsh. & Frauenh., 1950, 10: 513. 


. The most frequently used units in the determina- 
tion of gonadotropin are the international, the 
mouse, and the rat units. The author also proposes 
a “frog unit” utilizing the male Rana esculenta, and 
defines this as follows: the least amount of hormone 
which in about 2 hours, and no later than 2 hours, 
after the injection of urine treated with sodium bi- 
carbonate causes a definite ejaculation of sperma- 
tozoa. One frog unit approximates 1 mouse unit. 

The frog also serves for an early and accurate test 
of pregnancy, and by a series of titrations it is pos- 
sible to attempt a differentiation among cases of 
normal pregnancy, hydatid mole, and chorioepitheli- 
oma. Over 50,000 frog units per liter of urine should 
make one suspicious of mole or chorioepithelioma; 
with levels over 100,000 frog units one may be fairly 
certain, but when the titer is over 200,000 the diag- 
nosis is almost a certainty. High levels are more 
significant in this regard than lower ones. 

WarrEN R. Lanc, M.D. 
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Premature Separation of the Normally Situated 
Placenta (II distacco di placenta normalmente in- 
serta). Mario Gotsis. Ann. ostet. gin., 1950, 72: 
496. : 


This report is based on the material of the ob- 
stetricogynecological clinic of the University of 
Milano. 

Among 73,184 deliveries, from 1927 to 1949, there 
were 212 cases of premature separation (0.28%). 
The author differentiates between premature sep- 
aration before the onset of labor and premature sep- 
aration during labor. The first group comprised 170 
cases (0.23%) and the latter 42 cases (0.057%). In 
either group, the multiparas accounted for about 
62 per cent of the cases. 

As to the cause of this complication, in the first 
group it was attributed to toxemias of pregnancy 
(mild and severe albuminuria, pre-eclampsia and 
eclampsia, acute and chronic nephritis) in 79.3 per 
cent of the cases, and to decompensated heart dis- 
ease and to syphilis, each in 7.6 per cent of the cases. 
In the second group, mechanical or traumatic fac- 
tors were mainly responsible: abnormal fetal presen- 
tation in 33.3 per cent, shortness of the cord in 21.4 
per cent, polyhydramnios in 14.4 per cent, and vio- 
lent trauma in 7.3 per cent. It is interesting to note 
that almost twice as many cases (110) occurred in 
the 6 months period from September to February, 
than in the 6 months from March to August (60). 

In a great number of cases (41%) no active treat- 
ment was required at all; these were mostly cases 
that were diagnosed as such after completion of the 
third stage of labor. Active treatment is divided in- 
to medical, obstetrical (by vaginal intervention), or 
surgical (cesarean section); it is indicated according 
to the severity of the clinical picture, as follows: 

1. If the cervix is closed and the patient’s condition 
causes no alarm, expectancy is practiced. 

2. If the cervix is closed and the patient’s condition 
is alarming, a cesarean section is performed. This 
was done in 8 instances (4.7%), in 6 of which it was 
necessary to remove the uterus because of severe 
hemorrhagic infiltration of the myometrium. 

3. In cases of intermediate severity some form of 
forced labor is employed (11%). First, the mem- 
branes are ruptured. If maternal or fetal conditions 
indicate greater expediency, the cervix is dilated 
either manually or instrumentally (Hegar, Tarnier, 
Bossi) followed by bagging. Delivery occurred spon- 
taneously in all but 1 of the cases. 

4. Finally, if the cervical dilatation has made 
satisfactory progress, manual dilatation is omitted 
and vaginal delivery completed according to the re- 
quirements of the individual case. Thus, forceps 
was used in 14.7 per cent, podalic version in 17 per 
cent, and breech extraction in 6 per cent of the cases. 
Embryotomy following fetal death was done in 5 
per cent of the cases. 
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Medical treatment consisted, in addition to blood 
replacement, of the administration of spasmolytic 
and antihistaminic drugs. The use of oxytoxics, par- 
ticularly pituitrin, is severely condemned unless the 
uterus is empty. 

Maternal death occurred in 11 (5.18%) of the 212 
combined cases, all of which belonged to the group 
with antepartum separation. Seven of these pa- 
tients had eclampsia, 1 had acute nephritis, and 3 
were cardiacs. It should be pointed out that in 6 of 
these fatalities a major vaginal procedure was em- 
ployed, such as forced labor, high forceps delivery, 
or podalic version and extraction. One patient died 
following low forceps delivery, and 3 following spon- 
taneous delivery. On 1 woman who died unde- 
livered, a postmortem cesarean section was per- 
formed. 

The fetal deaths amounted to 92 (43.4%) 
among the combined 212 cases. 

HERBERT TEICHNER, M.D. 


The Pathogenesis of Eclampsia. Harry ZILLiAcus. 
Acta obst., gyn. scand., 1950, 30: I. 


The author discusses the pathogenesis of eclamp- 
sia and begins with a concise and clear-cut textbook 
picture of the toxemia of pregnancy, including the 
classification, signs, symptoms, laboratory findings, 
and pathology. 

In the second portion of the article he discusses 
the current and past theories of the pathogenesis of 
eclampsia. He briefly discusses a number of theo- 
ries which have been propounded and discarded, 
such as those based on heredity, allergy, specific vi- 
tamins, and specific substances such as the anti- 
diuretic and pressor hormones. The majority of the 
current theories center around some abnormality of 
the endocrine glands, preponderantly the pituitary 
gland. Recent speculation centers around the gen- 
eral adaptation syndrome of Selye. 

Although many of the current theories seem plau- 
sible and are supported to some extent by experi- 
mental work, the pathogenesis of the disease is still 
unknown. James F. DonneEtty, M.D. 


The Hemodynamics and the Mechanics of the 
Pregnant Heart with Valvular and Myocardial 
Disturbances (L’emodinamica e la meccanica car- 
diaca nelle valvulo- e miocardiopatie in gravidanza). 
Mario Biancui. Quad. clin. ostet. gin., 1950, 5: 67. 


Nineteen women with cardiac disease were studied 
in various periods of pregnancy and in the puer- 
perium. The work was initiated before World War 
II at the University of Sassari, Sardinia, under the 
directorship of Maurizio; however, its publication 
was held up by the outbreak of the conflict. Since 
then supplemental work has been done at the Uni- 
versity of Parma, Italy, again under Maurizio. 

In addition to the usual clinical methods the lab- 
oratory was resorted to. Laboratory methods con- 
sisted of the photographic phlebography of Ohm, as 
modified for clinical use by -Pende and Santucci, 
electrocardiography by the classic method of Ein- 


thoven, determination of the arterial pressure (Riva- 
Rocci) and of the venous pressure (Moritz Tabora), 
orthography, determination of the circulation time, 
and collateral techniques. 

Two of these women were suffering from syphilitic 
cardiac disease and are included merely to show the 
efficacy of proper treatment in this condition. All 
the rest were on a so-called rheumatic basis of either 
acute or chronic form. Otherwise the methods of 
treatment are not discussed. 

The author seems to place most of the emphasis 
on the phlebogram and is content to point out that 
the other methods, when they show anything posi- 
tive, always substantiate the phlebographic findings. 

On the basis of these findings the material is di- 
vided into 3 groups. The first group (6 cases, ex- 
clusive of the 2 aortic involvements) consisted of 
those patients in whom the circulatory equilibrium 
was in a stable condition. Any disturbances arising 
during the course of the pregnancy responded well 
to treatment and the condition tended to return to 
the normal, prepregnant state during the puerperi- 
um. There were, as a rule, no signs of cardiac in- 
sufficiency, the extra demands on the heart being 
detected by means of the laboratory methods here 
described. 

In the second group there was, in addition to the 
valvular defect, a mild involvement of the myocardi- 
um. The circulatory equilibrium was described as 
being in a labile state. In these patients there was 
a precocious demand upon the cardiac reserves. 
There was a tendency toward cardiac insufficiency 
and the patient did not always respond favorably to 
therapy. In these patients there was postulated an 
extramechanical factor (endocrine, neurogenic, bio- 
— toxic) which exerted a greater than normal 
effect. 

In the third group there was, in addition to the 
mechanical and hemodynamic disturbances, a severe 
involvement of the cardiac muscle (5 cases). There 
was actual rupture of the circulatory equilibrium, 
and little favorable response to specific cardiac thera- 
py (digitalization). The condition was little bene- 
fited or even deteriorated with delivery of the child. 

On the whole, these studies inform us that labora- 
tory methods may indicate the threatened circula- 
tory breakdown, will assist in indicating the type of 
treatment to be administered, and will show the 
efficacy of such treatment, all this before clinical 
signs have developed. 

The absence of faborable response to the emptying 
of the uterus in the severe cases is an argument for 
abstention of artificial interruption of the pregnancy, 
an abstention which is favored by the author’s 
school of thought. Joun W. Brennan, M.D. 


Solid Ovarian Tumors Complicating Pregnancy. A 
Clinicopathological Study. Cary M. DoucHERTY 
and Curtis J. Lunn. Am. J. Obst., 1950, 60: 261. 


Solid ovarian tumors as a complication of preg- 
nancy are probably not as rare as the literature im- 
plies. Only 30 cases have been found in the world’s 
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literature in the past 15 years. Yet 6 additional 
cases have been observed at the Charity Hospital in 
New Orleans during the past 10 years, an incidence 
of approximately 1 in 10,000 deliveries. The patho- 
logic distribution was as follows: 2 arrhenoblasto- 
mas, 2 fibromas, 1 thecoma, and 1 Brenner tumor. 
Endocrine dysfunction was not noted. Serious 
complications such as tumor previa, torsion, degen- 
eration, rupture, and metastasis were common in 
the experiences of others as well as in the authors’ 
experience. This is in contrast to the behavior of 
cysts and cystomas. One-half of the patients had 
major complications such as tumor previa, torsion, 
and rupture with fatal hemorrhage. The size and 
weight of the tumor, the extreme mobility, and the 
rapid growth play important roles in the production 
of complications. Solid ovarian tumors greater than 
8 or 10 cm. in diameter should be promptly removed 
as soon as they are diagnosed or seriously suspected. 
Smaller tumors, if not immediately treated, should 
be very closely observed with the full realization of 
the danger of malignancy. Cuartes Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Breech Delivery in the Elderly Primipara (El parto 
pelviano en la primfpara afiosa). JorcE L. Anvu- 
MADA. Obst. gin. lat. amer., 1950, 8: 28. 


From an analysis of the 121 breech presentations 
in primiparas aged 28 years or more, at the Eliseo 
Cantén Clinic from 1934 to 1942, the author draws 
the following conclusions: 

1. In the elderly primipara breech presentation 
requires intervention twice as often as in the young 
primipara. This applies especially to cesarean sec- 
tion, which was used six times more often in the 
elderly primiparas. 

2. There are no major differences between the 
two categories of primiparas with regard to the du- 
ration of labor and the type of breech presentation. 

3. Spontaneous delivery is exceptional. 

4. There were no major differences in the cases 
terminated by manual aid, except in the fetal mor- 
tality which was more than double in the elderly 
primiparas. 

5. Breech extraction presented no major differ- 
ences with regard to technical difficulties and mater- 
nal results, but the fetal prognosis was notably bet- 
ter in the elderly patients. 

6. Although high, the percentage of cesarean sec- 
tions was lower than that of other authors. In half 
of the cases the section was performed for other rea- 
sons than age and presentation. The maternal mor- 
tality from sepsis was high because the segmento- 
corporal technique was used preponderantly and the 
sulfonamides and penicillin had not yet been intro- 
duced. 

7. There was no maternal mortality in the cases 
terminated by the vaginal route. 

8. The total fetal mortality was the same in eld- 
erly and young primiparas and in multiparas, and 
this also applied to the corrected figures. If only the 
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viable fetuses born by the natural route are con- 
sidered, there is a frank difference between primi- 
paras and multiparas, but the figures are nearly the 
same between young and elderly primiparas. 

It would seem that breech delivery by the vaginal 
route in elderly primiparas, although of less favor- 
able prognosis than in young primiparas, does not 
present differences great enough to be a serious fac- 
tor in the decision to avoid delivery by the natural 
route, except when added to other unfavorable fac- 
tors. Although modern techniques and the anti- 
biotics have greatly improved the results of cesarean 
section, it must be remembered that the high route 
will always offer a greater risk for the mother with- 
out assuring the life of the child. Therefore, when 
careful examination shows that the pelvis and the 
soft tissues are satisfactory and the size of the child 
is normal, it is advisable to attempt delivery by the 
vaginal route with the realization that the loss of a 
few fetuses will be amply compensated by the better 
prognosis for the mothers. RicHarp Kemet, M.D. 


NEWBORN 


Studies on Prematurity. Incidence and Obstetrical 
Considerations. WiLL1AM PoMERANCE and Mor- 
RIS STEINER. Am. J. Obst., 1950, 60: 333- 


An analysis has been made of the incidence of 
prematurity as well as of the obstetrical factors in- 
volved in the delivery of premature infants at the 
Jewish Hospital of Brooklyn during the 5 year pe- 
riod from 1941 to 1945. 

All liveborn babies weighing less than 2,250 gm. 
were included in the study. Infants of this weight 
group who were stillborn were considered to be pre- 
mature if the gestation period was 22 weeks or longer 
or if the body length was at least 35 cm. 

On the basis of the above criteria there were 920 
premature births among a total of 20,234 deliveries, 
an incidence of 4.8 per cent. 

There was no significant variation in the incidence 
of prematurity during the 5 year period studied. 

There was a greater incidence of prematurity 
among the ward patients than among the private 
patients. This difference may have been due to the 
greater number of negro patients on the ward serv- 
ice as well as to the lower economic status of all the 
ward patients. There was no seasonal or monthly 
variation in the incidence of prematurity. 

There was a greater incidence of prematurity in 
primiparous women; 17.4 per cent of the premature 
infants resulted from the birth of twins or triplets. 

Complications of pregnancy were the major fac- 
tor in the incidence of premature births. Of these, 
toxemia of pregnancy and gestational bleeding were 
the two most frequently encountered, and ac- 
counted for the greatest number of stillbirths. 

Breech presentation was found to occur with con- 
siderably greater frequency in connection with pre- 
mature births than with full term deliveries. 

There appeared to be a greater neonatal mortality 
rate associated with spontaneous delivery than with 
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forceps delivery. Regrouping of the data on the 
basis of fetal birth weight failed to support this con- 
clusion and indicated that there was no advantage 
as regards neonatal survival when forceps delivery 
was employed. 

Breech presentation was associated with a higher 
neonatal mortality as compared with vertex pres- 
entation only in the groups of smaller infants. 
There was no difference in the neonatal mortality 
rates for the two types of presentations in babies 
weighing between 2,000 and 2,250 gm. 

Operative delivery of the second of a set of pre- 
mature twins did not impair its survival. 

Premature rupture of the membranes was not as- 
sociated with any greater neonatal mortality than 
was late rupture of the membranes. 

Delivery by cesarean section resulted in a lower 
fetal mortality rate than delivery per vaginam fol- 
lowing the induction of labor by rupture of the mem- 
branes. However, the neonatal mortality rate for 
premature babies born by cesarean section was 
higher than that for babies born as the result of in- 
duced vaginal delivery. CuaRLEs Baron, M.D. 


The Present Status of the Diagnosis and Treatment 
of Erythroblastosis of the Newborn (Ueber den 
heutigen Stand von Diagnose und Therapie der 
Neugeborenenerythroblastose). W. BICKENBACH. 
Geburtsh. & Frauenh., 1950, 10: 407. 


The author reviews the pathogenesis of erythro- 
blastosis and states that the disease appears in four 
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different forms: anemia neonatorum, icterus gravis 
neonatorum, hydrops fetalis, and liver dysfunction 
of the fetus or newborn. 

The diagnosis during pregnancy rests, in the main, 
on the demonstration of antibodies in the maternal 
blood. The presence of hydramnios and a large 
child, and the roentgenographic findings of deflec- 
tion of the head and abducted arms are also signifi- 
cant. The diagnosis of the disease in the newborn 
depends not on any single finding—lowered hemo- 
globin and red blood cell count, jaundice, hepato- 
megaly, or splenomegaly—but rather on the total 
clinical picture plus serologic testing, especially the 
Race-Coombs test. 

Erythroblastosis affects the baby mostly in the 
last lunar month of pregnancy, and the author rec- 
ommends early delivery either by induction and 
vaginal delivery or cesarean section. Exsanguina- 
tion is most important for the life of the baby and 
the author prefers cannulating the antecubital vein 
for the inflow and the radial artery for the with- 
drawal of blood. About 400 c.c. of blood are usually 
used. Parenteral administration of vitamin K and 
saline solution is also important. 

At the present time it is not considered necessary 
or wise to perform therapeutic abortion or steriliza- 
tion on the basis of Rh sensitization alone. The 
greatest, preventive measure’ is believed to be care- 
ful Rh typing of all females, as well as of the chil- 
dren, before blood is administered. 

WarreN R. Lane, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Renal Neoplasms of the Adult (Neoplasmas renais do 
adulto). Gustavo S. De Gouvéa. Rev. brasil. 
cirurg., 1950, 19: 83. 


The gravity of the prognosis of renal tumors is 


understandable in view of their nature and evolu-, 


tion, the difficulties of their early diagnosis, and the 
practical impossibility of controlling their metas- 
tases. In fact, 95 per cent of these tumors are malig- 
nant and all statistics agree that only about 30 per 
cent of the patients survive more than 5 years. The 
present study is based on 22 patients observed and 
operated upon between 1938 and 1948. 

Heredity did not seem to be a factor in these 
cases. The coexistence of pyonephrosis was found in 
3 cases, due, respectively, to gonococcal and colibacil- 
lary infection and to calculus. The tumors included 
the following: (1) tumors of the parenchyma: papil- 
lary adenoma, 3; papillary carcinoma with clear 
cells, 6; alveolar carcinoma with clear cells, 3; alveo- 
lar carcinoma with granular cells, 1; papillary car- 
cinoma with granular cells, 1; mixed carcinoma with 
clear and granular cells, 1; carcinosarcoma, 1; (2) 
tumors of the renal pelvis: papilloma, 3; epidermoid 
carcinoma, 1; and (3) tumors of the capsule or renal 
stroma: fibrosarcoma, 1. 

The cases are classified into three clinical forms: 
hematuric, tumoral, and larval. Total hematuria is 
the most constant sign (go per cent of the cases) and 
usually appears first (in from 50 to 70 per cent). As 
a rule it is painless, spontaneous, and insidious, ap- 
pearing and disappearing without cause. Its inten- 
sity varies; in some cases it produces such a loss of 
blood that emergency nephrectomy is required. 
Sometimes there is coagulum formation that blocks 
the ureter and causes renal colic; sometimes the 
blood coagulates in the bladder and causes dysuria 
or even urinary retention. There is no connection 
between the size of the tumor and the intensity of 
the hematuria. Any hematuria with these charac- 
teristics must be regarded as being due to renal tu- 
mor until proof to the contrary is obtained. The 
hematuric phase is the ideal one for examination of 
the patient with the cystoscope. Urographic and 
pyelographic exploration, as well as cytologic exami- 
nation of the urinary sediment and study of the 
renal function must be done when the hematuria 
ceases or diminishes. 

A palpable renal tumor is found as an initial sign 
in 20 per cent of the cases. In advanced cases it is 
present in 84 per cent. As a rule, the colon is dis- 
placed inward by the tumor. Normally, the tumor 
accompanies the respiratory movements and loses 
this trait only when it invades the perirenal fat and 
the neighboring structures. 

The larval forms include all the tumors that are 
not manifested by hematuria or demonstrable tumor 


formation, but are revealed by uncommon signs 
which mask the neoplasm or mislead the clinical ex- 
ploration. They consist of febrile tumors, tumors 
revealed by metastases, painful tumors, sympto- 
matic varicocele and dilatation of the twelfth sub- 
costal vein, collateral circulation of the abdominal 
wall, edema of the lower extremities, and gastroin- 
testinal manifestations. 

Among the various diagnostic methods, venous 
urography and instrumental pyelography are par- 
ticularly recommended. Perirenal insufflation, aor- 
tography, and provoked urographic nephrography 
are discussed, as well as the open field offered by 
tomography. 

The only treatment is nephrectomy performed as 
early as possible and as widely as can be managed. 
The author has obtained the best access with tho- 
racolumbotomy. In patients with a closed costoiliac 
space, with neoplasm of the upper pole of the kid- 
ney, the transcostodiaphragmatic approach is indi- 
cated. In tumor of the renal pelvis with ureteral or 
ureterovesical involvement, he always uses the large 
S incision of Israel-Albarran which allows with ease 
a juxtavesical nephroureterectomy and even partial 
cystectomy. There was 1 operative death due to 
embolism by a tumoral thrombus which had been 
unrecognized. Preoperative or postoperative roent- 
gen therapy was not used because of its inefficiency 
in renal tumors of adults; it might be used for pallia- 
tion, but even then its results in relieving pain are 
inconstant. RIcHARD KEMEL, M.D. 


Voluminous Perirenal Lipoma (Su un voluminoso 
lipoma perirenale). GrINovANNI Squittario. Boll. 
Soc. piemont. chir., 1950, 19: 370. 

The initial benignity of this tumor is shown by 
the fact that the patient, a woman of 58, experienced 
the first symptoms referable to the tumor 4 years 
before its discovery on the occasion of an intercur- 
rent pleurisy. In these 4 years the tumor, without 
causing serious disturbances, had reached such a 
volume as to be apparent on inspection of the ascitic 
abdomen. Pyelography excluded renal cyst or tumor 
and revealed the typical displacement and rotation 
of the left kidney without changes in the pelvis or 
calyces. Through a left lumboabdominal incision 
with resection of the twelfth rib, a yellowish mass, 
having the aspect and consistency of fatty tissue, 
was encountered which presented only slight adhe- 
sions to the posterior abdominal wall and the peri- 
toneum, and was gradually separated from them. 
Since the kidney seemed to be intimately incorpor- 
ated into the mass, both were removed together. 
Recovery was prompt, but the patient developed 
a recurrence of the tumor which resulted in death 
6 months after operation. 

Perirenal tumors are relatively rare since only 
about 250 cases have been reported. An exact 
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classification of these tumors is difficult because 
there is some confusion between perirenal and retro- 
peritoneal tumors in general. Even at autopsy or 
operation it is not always possible to establish 
from which tissue the tumor has originated. A 
diagnostic sign which deserves consideration is that 
in perirenal tumors of average size ballottement 
may be elicited; also, the tumor tends to grow 
upward and to invade the rest of the abdomen 
only secondarily. It is evident that the attempt 
of some authors to make a distinction between peri- 
renal and pararenal tumors, on the basis of their 
origin from the fibrous or the fatty capsule, is not 
exempt from error; in fact, the concept that fibrous 
tissue predominates in tumors originating from the 
proper capsule of the kidney and is scarce in others 
has not yet been proved. Scholastically, a third 
distinction should be made between perirenal and 
intrarenal tumors, the latter being small, single, 
or multiple, and developing in the parenchyma 
which they destroy, or they represent a fatty de- 
generation. 

Perirenal tumors never invade the kidney, but 
only surround and displace it. Most authors regard 
them as malignant. Their course is slow and pro- 
gressive and presents no notable differences in the 
benign and malignant forms; in fact, benign forms 
may develop rapidly, compromise the neighboring 
organs, and lead to a general wasting of the patient 
which simulates cachexia. Perirenal tumors may 
appear at any age. Histologically, they are usually 
mixed forms. The mortality (25 to 30%) is high 
because of the gravity of the intervention, because 
of numerous recurrences due to the development 
of small lobes or remnants which have escaped the 
intervention, or because of the malignancy of the 
tumor. Only from 25 to 30 per cent of the patients 
are cured. Treatment is exclusively surgical and 
should be instituted as soon as possible. Most 
authors prefer the lumbar approach with resection 
of the twelfth rib. It is advisable to perform 
nephrectomy in all cases, provided that the function 
of the opposite kidney is satisfactory. 

RICHARD KEMEL, M.D. 


Renal Adenoma: Survey of Reported Clinical Cases 
and Another Case Report Davin S. CristTot, 
ALBERT E. Bote, and Paut J. J. 
Urol., Balt., 1950, 64: 58. 

The authors report the case of a patient with a 
left renal adenoma measuring 15.5 cm. in over-all 
length. The tumor was removed surgically and was 
diagnosed by the pathologist as an adenoma of the 
renal cortex, possibly primary in a cyst. The pre- 
senting symptom was a dull, aching discomfort 
over the left renal area with one occurrence of gross 
hematuria. 

Adenomas of the kidney are common tumors, but 
they seldom produce signs or symptoms; only 49 
cases of adenomas producing symptoms have been 
reported previously. Many authors contend that 
adenomas undergo a slow transformation into clin- 
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ical carcinoma, most convincingly exemplified in the 
papillary type. Occasionally an alveolar or tubular 
adenoma is encountered. 

Davin RosEnBLooM, M.D. 


Remote Complication of Renal Decapsulation 
Complicazione tardiva dello scapsulamento re- 
nale). L. Torraca. Gior. ital. chir., 1950, 6: 209. 


A 43 year old woman had undergone the opera- 
tion of renal decapsulation 17 years previously. 
The symptoms at that time were dysuria and pains 
in the region of the left kidney, irradiating to the 
left inguinal region. There was some vomiting of 
bile and a mild temperature for a couple of weeks. 
There was one attack of hematuria. Finally, vio- 
lent colicky pains developed which drove the pa- 
tient to the physician. The diagnosis was hemor- 
rhagic nephritis of nephralgic type. 

Following the decapsulation operation the patient 
was well for 17 years. After this time pains re- 
curred in the left flank radiating to the pelvis and 
to the lower extremities. The spasms of pain were 
accompanied by retention of urine, stranguria, and 
pollakiuria. 

The direct roentgen examination disclosed a 2 de- 
gree ptosis of the slightly enlarged right kidney and 
an initial spondylolisthesis of the fifth lumbar ver- 
tebra. Descending pyelography showed a right 
kidney which was practically normal except for a 
moderate enlargement of the urinary pelvis. The 
left kidney exhibited a certain rigidity of contour 
of the major calyces and an appearance of being 
pinched off at the point of confluence of the major 
and minor calyces. 

Nephrectomy on the left side was proposed and 
permission refused; however, after 3 months of 
intolerable suffering the patient consented to oper- 
ation and the left kidney was removed. 

The organ was found to be involved in cicatricial 
tissues forming a new capsule which was consider- 
ably thicker and more massive than the original. 

In addition to the thickened capsule and the evi- 
dence of distortion on the pyelogram, there were 
other signs indicating that the cause of the re- 
crudescence of the symptoms in this case might be 
the pressure and distortion produced by the newly 
formed capsule. The point of emission of the ureter 
from the kidney pelvis was elevated, as were the 
blood vessels of the renal hilus. In the attempt to 
strip off the newly formed capsule it was found to 
be firmly adherent and fragments of the kidney 
cortex were pulled away with it. The epithelial 
cells of the tubules out near the cortex were flatter 
than normal and presented a certain appearance of 
atrophy. The interstitial tissue in this region was 
increased. The lumena of the tubules were wider 
than normal. All these changes were more pro- 
nounced near the capsule and there was a definite 
disproportion between the thickness of the cortex 
and that of the medullary region, the latter appear- 
ing less thinned. The blood vessels of the kidney 
cortex appeared slightly thickened but not truly 
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sclerotic. The glomeruli showed little change other 
than some deposits of coagulated albumen in the 
subcapsular space. 

The author believes that this case is sufficiently 
important for this special report as showing that 
there must be more reserve in evaluating the prog- 
nosis of renal decapsulation operations, and longer 
periods of observation must be demanded. In the 
histologic examination of the capsule there was 
still evidence of considerable young connective tis- 
sue activity, which is interpreted as indicating 
that the redevelopment of the renal capsule may 
proceed quietly for many years. 

Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Cystic Degeneration of the Urinary Tract Mucosa, 
or Ureteritis and Cystitis Cystica (Dégénéres- 
cence kystique de la muqueuse des voies excrétrices 
on urétérite et cystite kystique. N. OECONOoMmOos. 
J. urol. méd., Par., 1950, 56: 33. 


The author described cystic degeneration of the 
urinary tract mucosa, a rather rare condition, and 
presented 2 cases. He included in his article de- 
scriptive diagrams and pictures of pyelograms and 
autopsy specimens. This disease, he stated, was 
usually found at autopsy. Frequently, this condi- 
tion was asymptomatic, but the clinical diagnosis 
could be made by close observation and x-ray 
studies. 

These cysts were first described by Morgagni 
under the name of ureteral cysts, and they have 
also been called “Cruveilhier’s disease.”” Motz and 
Cariani called the disease “cystic adenoma,” while 
Francois believed the cysts should be called “glan- 
dular cysts.”’ 

Pyelitis, ureteritis, and cystitis cystica were the 
names given to the disease by Angelo and the 
Anglo-Saxon authors. 

Ureteritis cystica has the following character- 
istics: 

1. Anatomically, the formation of cysts in the 
mucosa of the pelvis, ureter, and bladder. 

- 2, Histologically, a proliferation of the surface 
epithelium associated with cystic degeneration. 

3. Clinically, in the majority of cases, symptoms 
of infection, which are the first ones manifested. 

Some authors believed the condition was ac- 
quired, while others believed that it was congenital 
in origin. 

The disease may remain asymptomatic through- 
out life and be discovered at autopsy, but other 
cases are manifested clinically. 

Oeconomos then reviewed the literature and brief- 
ly reported the cases that have appeared since 
Morgagni’s 2 cases which he first described in 1761. 

The frequency of this disease has been reported 
by Wells as 1.4 per cent among 10,000 autopsies 
performed at the Johns Hopkins Hospital. The 
author found 30 cases reported in the world liter- 
ature, in which a clinical diagnosis had been es- 
tablished. 
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Perez, Castro, and Lowsley believed that the 
disease was more frequent than the reported liter- 
ature would indicate. 

The pathological anatomy showed the pelvis and 
ureters to be dilated, and on palpation small nodules 
could be felt. On opening of the ureter the cysts 
were readily seen. They were spheroid or ovoid, 
about the size of a grain of rice, and their diameter 
varied from 1 to 2 cm. The cysts were grayish and 
at times brown in color, or in some instances they 
were hemorrhagic. They were easily broken, re- 
leasing a watery or viscid fluid. Other ruptured 
cysts presented a small evacuation with clean edges. 
The cysts were found to extend the entire length 
of the ureter and they were also found in the bladder 
mucosa. The upper third of the ureter was their 
usual location. 

Microscopically, the cysts were found to be cov- 
ered with stratified epithelium. The cells had clear 
nuclei with chromatin granules. The protoplasm 
of the cells was clear and was always more abundant 
as the cells approached the lumen of the cysts. 
The intraparietal cysts extended into the lumen of 
the ureter and had a tendency to acquire the 
characteristics of pedunculated cysts. 

There were several theories presented as to the 
pathogenesis of this disease. The congenital theory 
of origin was suggested because Marckwold found 
these cysts in the newborn and attributed their 
origin to inflammation. 

Herksheimer thought that these cysts were the 
result of the elimination of a toxic substance through 
the urinary tract. 

Von Brunn described a proliferation of the deeper 
layers of epithelium from the surface of the ureter 
and pelvis, secondary to inflammation or irritation. 
Secondarily, there was a central degeneration of 
these epithelial buds with the formation of a col- 
loidal substance containing the cellular debris. 

Litten was the first (in 1876) to suggest the 
theory that these cysts were of glandular origin. 
He explained the formation of the cysts by the 
retention of the secretion from the invagination of 
the mucosa. He also mentioned the existence of 
ureteral glands that retain their secretion with the 
formation of these typical cysts. 

Lubarch thought that certain of these cysts were 
formed from abnormally placed glands in the deeper 
structure of the urinary passages. 

Certain authors defended the parasitic theory of 
the formation of these cysts. Eve, Clarke, Bloud, 
and Zutton thought the ovoid corpuscles resembled 
those of coccidioides. 

Urguhort, in 1931, during the course of autopsies 
made in Egypt, found the constant presence of 
bilharziasis lesions in the urinary tract. These for- 
mations were seeded with a collection of bilharziasis 
eggs in the submucosa. He considered that the 
granulomatous formations that he found resulted 
from the presence of the eggs and their toxins. 

Wolbach and Kowe showed that the epithelium 
of the urinary tracts of man and the rat had a 
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tendency to hyperplasia because of avitaminosis. 
A metaplasia of the cylindrical type also took place 
in this manner, producing a change from the. cylin- 
drical to the squamous type of epithelium with 
keratization. 

The author thought that of the theories presented, 
the 2 following ones were the most likely cause for 
the disease: 

1. The inflammatory or local irritation theory 

2. The glandular origin theory 

Clinically, the disease was manifested by signs of 
urinary infection, with or without pain. 

The symptoms suggested renal colic and were 
frequently associated with pyeloureteral calculi 
which were usually the cause of the initial hema- 
turia. 

Pyuria, renal colic, and hematuria were the three 
symptoms that caused the patient to seek medical 
council. 

Urography showed the dilatation of the urinary 
passage with narrowing of the ureter which resulted 
in a festooned appearance of the pelvis and ureters. 

Pyelography usually showed an absence of the 
normal filling of the ureter. The calices, pelvis, 
and ureter had a moth-eaten appearance. There 
were light and dark spots seen on the pyelograms 
and ureterograms because of the absence of radi- 
opaque substance within the wall of the excretory 
passages at the site of these cysts. 

Cystoscopic examination demonstrated that the 
small cysts were frequently in the region of the 
ureteral orifices. 

The cystoscopic aspects of these cysts resembled 
those of bullous edema. .The cysts were clear, 
usually gray or hemorrhagic in appearance. These 
cysts must be differentiated from polycystic dis- 
ease of the kidney, diffuse papillomatosis, urinary 
lithiasis and nonradiopaque stones, chronic pye- 
lonephritis, and bullous edema. 

The disease was considered to be chronic with 
a slow and progressive course. Infection and hemor- 
rhage complicated the benign course of the condi- 
tion. The treatment was thought, by the author, 
to consist of ureteral catheterization and pelvic 
lavage with silver nitrate. 

Leon D’Arrues has used x-ray therapy, applying 
1,800 roentgen units to two lateral fields, anterior 
and posterior, in the pelviureteral region. 

Conrap A. KuEun, M.D. 


Histopathologic Observations of the Modality of 
Diffusion Along the Length of the Corpora 
Cavernosa in Cases of Epithelioma of the Penis 
(Osservazioni istopatologiche sulle modalita de dif- 
fusione dell’epitelioma del pene lungo i corpi caver- 
nosi). GUISEPPE CORTESE and ANTONIO MAN- 
NELLI. Gior. ital. chir., 1950, 6: 219. 

Twelve patients with penile cancer were operated 
upon and histologic study of serial sections of the 
mass was made. All were older men of humble occu- 
pations. Congenital phimosis was mentioned in 
only 4 instances. The cancer started in every case 
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in the region of the balanopreputial sulcus or on the 
inner surface of the foreskin. All the neoplasms re- 
vealed the malpighian type of epithelial cell and in 
every case the corpora cavernosa were more or less 
extensively involved, the corpus cavernosum ure- 
thrae usually earlier and more extensively than the 
others. 

A peculiar thing about the type of diffusion in this 
location of cancer is the seeming preference for the 
blood vascular route over that of the lymphatic sys- 
tem. This is ascribed by the author to the peculiar 
interrelationships of the blood vascular system of 
the penis. In the corpus cavernosum the system con- 
sists of an extremely exuberant lacunar blood vascu- 
lar structure, equivalent embryologically, structur- 
ally, and functionally to an interwoven spongy mass 
of enormously dilated capillaries, amply intercom- 
municating among themselves. Into this maze of 
lacunae the afferent arteries empty directly by 
means of the so-called arterioareolar orifices of 
Eckard and Stilling. These ample routes of com- 
munication between the arterial and the venous sys- 
tems thus open the way for an easy diffusion of the 
neoplastic cells from the region of the balanopre- 
putial sulcus backward by way of the lacunae of the 
corpora cavernosa. 

This process of diffusion is found by histological 
examination of serial sections to consist of progress 
by contiguity, that is, a continuous multiplication 
of the neoplastic elements along the cavernosal vas- 
cular system. It is only the disappearance of this 
column of multiplying cancer cells at certain points 
that gives the entire process the appearance of 
discontinuity so often described in the medical lit- 
erature with reference to this subject. This dis- 
appearance of portions of the advancing column of 
malignant cells is found to consist of an irritative 
inflammatory reaction of the perialveolar tissues 
which eventually results in a choking off of the alveo- 
lar lining epithelium and ultimate disentegration of 
the cancer cells within the choked-off areas. 

Many areas could be observed in which the col- 
umn of advancing cancer cells occupied only the 
center of the alveolar lumen, leaving room on all 
sides for the blood stream to continue flowing. Here 
evidently the plug of cells would eventually con- 
tinue to grow until the entire vascular lumen would 
be filled and the flow of blood prevented. This, 
when carried far enough, would, of course, explain 
the loss of nutrient supply to the tissues of the penis 
to the point of spontaneous amputation of the organ. 

The type of the original neoplastic development 
(vegetative, ulcerative, nodular) did not seem to ex- 
ercise any influence on the rate or manner of diffu- 
sion. The degree of involvement of the corpus in the 
neoplastic diffusion was seen to decrease progres- 
sively from the front toward the base of the penis; 
however, the process was always found to have 
progressed much further than any form of clinical 
examination would seem to imply. This impossibil- 
ity of judging clinically the amount of extension of 
the malignant process backward is suggested by the 
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authors as a subject for study by the surgeon in the 
treatment of cancer of the penis, and would seem to 
demand a wide application of physical therapeutic 
methods (irradiation) following any attempts at 
economical surgical intervention. 

Joun W. BRENNAN, M.D. 


GENITAL ORGANS 


The Results of Hormonal Treatment of Cancer of 
the Prostate (Les résultats du traitement hormonal 
dans le cancer prostatique). Lance. J. urol. 
méd., Par., 1950, 56: 47. 

The hormonal treatment of cancer of the prostate 
made its appearance in France in 1944 and 1945. 

The author based his observation upon 150 cases, 
120 from the Urological Clinic of the Cochin Hos- 
pital and 30 private patients of B. Fey. 

There were three classes of cases. In the first class 
were the patients admitted for urinary retention. 
These patients either disappeared or were seen only 
at Jong intervals. The results observed in these pa- 
tients were not very convincing. They could not 
afford to buy the drug regularly or to discontinue the 
use of the estrogen when the first therapeutic im- 
provement was obtained. 

In the second group were the “referred” patients. 
These patients were followed up, more or less, by the 
doctor who prescribed the treatment. Here also, the 
distilbesterol was not given according to any treat- 
ment schedule, but, rather, the dose of the drug was 
modified by its action. The results were, on the 
average, excellent although the local results were 
more difficult to follow and less obvious. These pa- 
tients frequently were not carefully followed up or 
were followed up sporadically. 

The third group of patients was followed up by 
Fey at regular intervals of 2 or 3 months. Their 
treatment was continued, the dosage followed ac- 
cording to a prescribed treatment schedule, and the 
reactions elicited by the medication were noted. 

The selection of patients by the author (as tabu- 
lated) showed the results obtained in the hospital 
and in the outpatients. 

These statistics showed the average duration of 
cancer of the prostate treated by hormonal therapy 
to be 3 years. These were the identical figures ob- 
tained in prostatic cancer of spontaneous evolution 
treated by resection. 

The author compelled all patients to submit to a 
continuous treatment schedule. All cessation of 
treatment was followed by an extension of the neo- 
plasm. The dose was never increased, but at times 
the dose was reduced by from 1 to % mgm. a day. 
The treatment consisted either of a large ‘‘assault”’ 
dose or a maintenance dose. The large dose was 
usually from 20 to 30 mgm. a day from 15 days up to 
a month. Larger doses of. 80 and even up to 100 
mgm. a day were occasionally given. It was thought 
that the larger dose would either prohibit the ap- 
pearance of the mammary reaction or make it 
disappear. 
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PATIENTS OBSERVED IN THE 
COCHIN HOSPITAL, 27 
Dead, 15 
After 2 years............. 5 
Living, 12 


PATIENTS OBSERVED BY B. FEY, 19 


Dead, 8. 

Distilbesterol was given for 2 to 3 years with pro- 
longation of life for 3 to 4 years, 3. 

Patients with advanced disease (1 was a man 34 
years of age), 2. 

Death following a remarkable effect of the drug 
in 3, 4, and 5 years, 3. 


Living, 11 


The maintenance treatment schedule was more or 
less on a standard dose under 15 mgm. a day, usually 
between 5 and 10 mgm. 

The maintenance treatment was evaluated by the 
patient’s general and local condition, the metastasis, 
the mammary reaction, and the testiculogenital 
reaction. 

The general health was always improved. How- 
ever, this improvement did not cause the author to 
relax the patient’s treatment or diminish the dose. 

The single and localized lesions reacted favorably 
to distilbesterol, but the multiple and massive lesions 
responded only slightly. However, all of the forms 
receded, even those with periprostatitis and those 
with prostatopelvic cancer. 

Patients with metastasis were always benefited for 
a variable length of time. The pain was generally 
remarkably relieved, frequently for an extended 
time interval. 

The improvement lasted from 1 to 3 years, but 
then the patient had a relapse with subsequent 
cachexia. 

Hormonal therapy produced endocrine reactions 
of two kinds: testiculogenital and mammary. The 
testiculogenital reactions were observed in 16 cases; 
in 4 cases there was testicular atrophy; in 3 cases, 
disappearance of the sexual urge, and in 1 case there 
was a modification of the masculine appearance to 
that of the female. 

The last patient had had a favorable result from 
hormonal therapy. When this type of response 
appears, the medication should not be increased but 
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gradually decreased until a maintenance dose is 
established. 

In three-fourths of the author’s cases hypertrophy 
of the breasts appeared, and in 20 cases the hyper- 
trophy was associated with or without sensitivity of 
the breasts. In 9 cases the patients had sensitive 
breasts, and in 4, true mastitis. 

The significance of the mammary reaction has 
caused considerable discussion. In fact, this reaction 
was considered to be of favorable prognostic sig- 
nificance. 

The signs of prostatism, polyuria, and dysuria 
improved under medication frequently for a period 
of 2 years. Urinary retention was relieved with 
stilbesterol; however, in these cases a catheter might 
also have caused relief of the urinary retention. 

In the cases of chronic retention the reaction of 
estrogens should be complemented with prostatic 
resection. 

Death in prostatic cancer usually was attributed 
to cachexia, old age, and local complications. 

The author has decided that in spite of the diffi- 
culty of the administration of estrogens and the 
prolonged survivals that were found to be rare, sur- 
vival was prolonged with relief of symptoms. 

The significance of the mammary reaction sug- 
gested that it represented an indispensable link in 
the chain of efficacious hormonal therapy. The 
other endocrine manifestations also indicated favor- 
able and reliable criteria as to the therapeutic effect 
of this type of therapy. 

The question of dosage and particularly large 
doses was far from settled. It has not been decided 
that large doses of the estrogens lead to more rapid 
or more positive manifestations of the mammary 
reaction. 

Castration in the author’s experience was too 
limited to determine whether it was of value or not. 
He concluded that the use of estrogens after 5 years 
of observation showed that the survival rate was 
prolonged but cure was not obtained. The great 
benefit was that the patient died without urinary 
retention, without invalidism, and without pain. In 
certain cases truly remarkable results were obtained. 
Perhaps a complete cure in cases of prostatic cancer 
could be obtained if the proper treatment dosage 
could be established. Conrap A. KuEHN, M.D. 


Sarcoma of the Prostate; Clinical and Anatomico- 
pathological Study of a Case (Sarcome de la 
prostate; étude clinique et anatomo-pathologique 
d’un cas). R. ALCALA SANTAELLA. J. urol. méd., 
Par., 1950, 56: 56. 

Sarcoma of the prostate was considered by the 
author to be such a rare condition that he thought 
it advisable to present the following interesting case: 

A man 39 years of age presented himself for exam- 
ination and treatment at the Provincial Hospital in 
Valencia on October 5, 1949. During the past 6 
months the patient had noted that the urinary 
stream had diminished in caliber and force. He had 
an occasional heaviness in the perineum. He also 
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urinated from 7 to 8 times a night, and finally de- 
veloped acute retention of urine that had lasted 
24 hours. 

He had no hematuria, but a terminal dysuria. 
The urine was clear and microscopically normal. 
Catheterization offered some difficulty, but the 
urethra was permeable to a No. 14 catheter, and on 
catheterization, 100 c.c. of residual urine were 
obtained. 

Rectal examination revealed a tumor that filled 
the anterior wall of the rectum, principally on the 
left side. The examining finger was not able to reach 
to the top of the tumor mass. This tumor, which 
extended to the anterior aspect of the rectum, was 
fluctuant and soft. The superior extension to the 
left could not be determined but to the right side 
it was not as great. ; 

The diagnostic impression was that the patient 
had a prostatic abscess even though he was free from 
fever and pain. 

Roentgenography of the bladder showed a devia- 
tion of the entire prostatic urethra. The urethra 
deviated to the right of the umbilicus. There was a 
considerable elevation of the neck of the bladder as 
well as an irregularity of the vesicle margin. 

On perineal exposure of the prostaticorectal space, 
a soft tumor was encountered. It was limited by a 
thin capsule. The tumor did not involve the rectum, 
but it involved the entire prostatic cavity. 

The capsule was opened in the course of freeing 
the prostate, and a large quantity of gelatinous ma- 
terial that had replaced the entire cavity escaped. 

Exploration of the cavity showed a connection 
with the interior of the bladder and the cavity had 
extended laterally into the ischiorectal space. 

A retention catheter was placed into the bladder 
and perineal drainage was also maintained. 

The anatomicopathological examination of the 
material by A. Lombart showed that the tumor was 
an advanced sarcoma with total destruction and 
necrosis of the prostate gland. 

This was the first case found at the Provincial 
Hospital in Valencia. 

A short bibliography of this condition was in- 
cluded in the article. The first case found in an 
infant was described by Stafford in 1839. 

The clinical characteristics of this condition were 
the retention of urine, slight pain, clear urine, and 
lack of alteration in the blood count. 

The x-ray studies showed the distortion of the 
prostatic urethra produced by the tumor. The 
bladder neck was also distorted and modified by the 
tumor formation. These were the clinical and x-ray 
findings that suggested the diagnosis of sarcoma of 
the prostate. 

Vesical and perineal drainage, the author stated, 
had to be maintained and the patient given intensive 
radiotherapy. 

The prognosis of this condition was found to be 
poor. The patient of Clemente died after 3 months; 
the patient of Magnus Sang died after 2.5 months, 
and Dean and Rappoport’s patient did not live 
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longer than 4 months in spite of intensive radio- 
therapy. 

The author concluded that prostatic sarcoma was 
usually found in young subjects, but it may prove 
clinically confusing by its appearing in adults. The 
softness and rapidity of the growth are the principal 
symptoms that suggest the diagnosis. The leucc- 
cyte count may help to differentiate sarcoma of the 
prostate from abscess of the prostate gland. 

Conrap A. KuEHN, M.D. 


The Classification of Prostatic Operations in Rela- 
tion to Hemostasis (De la classification des pro- 
cédés d’adénomectomie prostatique en fonction de 
V’hémostase). ROGER COUVELAIRE and ALBERT Mov- 
LONGUET. J. urol. méd., Par., 1950, 56: 11. 


From a critical and comparative study of the 
various surgical approaches used in prostatic ade- 
nectomy, hemostasis has been disregarded in favor 
of surgical approach to the gland, different methods 
of vesical drainage, and the postoperative care. The 
advocates of the different techniques (from the 
simple to the complex ones) pretend that there 
are fundamental differences among them. They 
also confuse the techniques and the indications. 
The choice of technique represents two distinct 
phases. The first is an intellectual act, and the 
second a manual one. The transvesical operations 
are all related to Freyer’s original operation. To 
call a prostatectomy an “‘extravesical”’ or a “Millin” 
type of Freyer operation does not make sense to the 
authors. 

All the various surgical approaches prove of value 
and have a place in the removal of the prostate. 

The analysis of the multiple variations of this 
operation permitted the authors to recognize only 
two fundamental types of prostatectomy: 

1. The adenectomy in which hemostasis is 
achieved by some type of mechanical aid. 

2. The adenectomy followed by hemostasis and 
repair. The time for hemostasis depends directly 
upon the conditions that existed at operation and, 
‘ particularly, on the management of vesical drainage. 

Immediate transurethral drainage by a catheter 
emphasizes the fact that all the procedures are the 
same in spite of logic and in spite of truth. Some 
argue that hemostasis is without real influence on 
the course of prostatectomy, and others that it is in 
practice difficult to provide. 

The authors reviewed their experience with spon- 
taneous hemostasis in the prostatic cavity following 
adenectomy. The operation was divided into two 
stages: the first period consisted of enucleation of 
the prostate by means of the Freyer method for 
providing suprapubic drainage with a large tube. 
The clots were easily expressed through the tube. 
Hemorrhage usually disappeared in 48 hours. Oc- 
casionally, a secondary packing of the prostatic 
cavity was necessary. Before 1945, hemostasis was 
obtained by packing the prostatic cavity rather 
than by any other type of aid to provide for the 
control of hemorrhage. 
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In the second stage, which the authors called the 
“simplified” Freyer operation, hemostasis was at- 
tempted by immediate urethral drainage with the 
use of a catheter. 

The authors’ results at the St. Louis Hospital 
showed 9 deaths among 43 cases, and their statistics 
from the group of private patients showed 14 cases 
and 2 deaths, the total being 57 cases with 11 deaths, 
a mortality of 21 per cent. Of the 46 patients sur- 
viving operation, 8 per cent had a good result. The 
catheter functioned well. There were only small 
clots removed on the first day by bladder lavage 
and the urine was clear by the third day. The blad- 
der was closed and the patient recovered from the 
operation by the twelfth day. 

The rest of the patients had a long, in fact, some- 
times a very long, hospitalization, and they caused 
the authors a great deal of anxiety and extra care. 

In one group the nurse spent the night washing 
clots out of the bladder. The dressings became 
soaked and a transfusion was always necessary. The 
second group had their bladders filled with urine and 
clots, and in this group the patients had to have a 
Freyer tube inserted after the removal of from 400 
to 800 gm. of clots. In the third group of patients 
the catheters soon became plugged by clots, and the 
patients were fairly insensitive to discomfort as a 
result of their medication, but within 48 hours it 
became necessary to insert the Freyer tube. 

The authors admitted that spontaneous hemo- 
stasis does follow prostatectomy, but the price is 
too high. The red cell count drops from normal to 
1.3 million, 1.5 million, or 2 million red blood cells. 
Often from 500 to 800 and even 1,000 gm. of weighed 
clots would form before natural tissue retraction and 
spontaneous hemostasis took place. 

The price of discomfort, the risk of damage to a 
bladder filled with clots, and the danger to the older 
patients were too high a price to pay for depending 
upon spontaneous hemostasis to take care of the 
hemorrhage. 

Lebrun, in order to insure hemostasis, placed one 
suture on each side of the vesical incision and closed 
the bladder in the usual manner. These sutures 
could be used as a guide to introduce the Freyer 
tube if the bladder became filled with clots. The 
authors regarded this procedure advocated by Le- 
brun as essentially the Freyer operation rather than 
a new one. 

Marion proposed at the French Urological Con- 
gress of 1949 that the hermetically sealed bladder 
would bleed less than the open bladder probably 
because the bleeding came from the vesical incision 
and the clots accumulated in the bladder from the 
incision rather than from the prostatic cavity. The 
authors did not agree with Marion’s idea, but they 
invited him to perform his operation on some of 
their patients. He operated upon 6 patients without 
a mortality, but 2 of the patients had a difficult time 
because of constant bladder irrigations. The cath- 
eter had to be replaced with a lowering of the blood 
count, and in 1 patient the blood count was lowered 
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to 2,800,000 the day after operation. The authors 
again asked: ‘‘What did this operation have to offer 
compared to a correctly executed prostatectomy with 
the bladder left open?” 

During the time of Freyer, a prostatectomy con- 
sisted of opening the bladder with enucleation of the 
prostate and leaving the bladder open in order that 
the clots might be expelled. No catheter was placed 
in the urethra and no bladder tube was inserted; 
only a huge dressing was used. This was truly the 
“simplified” prostatectomy. 

Today, the operation differs because a catheter is 
placed through the urethra for drainage, and be- 
cause of the formation of pus, the need for incessant 
bladder lavage with the added risk of anemia due to 
prolonged hemorrhage is always present. 

In order to close the bladder at the time of prosta- 
tectomy, Jaeggy and Cassuto drained the bladder 
through the perineum with a gauze drain and a de 
Pezzer catheter. This method also does not permit 
the free evacuation of clots. Again, constant sur- 
veillance is necessary. The authors believe that 
direct hemostasis during retropubic operations per- 
mits the surgeon to close the prostatic cavity im- 
mediately and with a great deal of safety. In their 
experience associated with 268 observations, they 
concluded that hemostasis during the course of this 
type of prostatectomy is not impossible, hazardous, 
or even dangerous. 

The best method of hemostasis was that suggested 
by Harry Harris, a transvesical “retrigonization” 
of the vesical mucous membrane following prosta- 
tectomy. This procedure can be very readily done 
during retropubic prostatectomy under direct vision. 

Three objections can be raised to this procedure. 
The first is that it brings a posterior leaf that does 
not have a good blood supply into the prostatic 
cavity. The retrigonization may injure the rectum 
because the suture is placed deep and involves the 
rectal wall; the suture may become loose and there- 
fore is not effective. After several days, a secondary 
hemorrhage may develop that is more serious than 
the original one. The authors have never seen a 
perforation of the rectum, for the finger of the as- 
sistant is kept in the rectum, and this furnishes an 
indication as to the exact place to put the suture. 
The loose suture helps to provide hemostasis and the 
slope provided by the replacement of the mucous 
membrane into the posterior urethra permits easier 
replacement of the catheter through the urethra if 
it is necessary. 

As far as secondary hemorrhage is concerned, it 
is something that always has to be considered in any 
type of prostatic operation. 

The authors described their method of retroperi- 
toneal prostatectomy. There is a diagram presented 
to show that with a finger in the rectum, the as- 
sistant is able to decrease the distance between the 
prostate and the field of incision. It also elevates the 
prostate in such a way that it presents a larger 
operating surface to the surgeon. Following the 
usual retropubic enucleation, the authors replace 
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the torn trigonal membrane into the prostatic ure- 
thra in much the same way that it is replaced during 
the Harris type of operation. 

The authors evaluated the different prostatic op- 
erations in the following manner: 

The perineal approach provides an excellent means 
of hemostasis, but this operation is too frequently 
followed by urinary incontinence and impotence. 
The transvesical operation furnishes many varia- 
tions of the prostatic adenectomy through the open 
bladder. If the incision is small, it is impossible to 
see and maneuver correctly to provide adequate 
hemostasis. If the incision is large, the healing is 
prolonged, and frequently suprapubic fistulas may 
result. The extravesical approach is ideal, but he- 
mostasis is impossible or uncertain in the majority 
of cases. The retropubic approach is advocated be- 
cause the authors were able to obtain perfect hemo- 
stasis. This approach leads the operator directly to 
the bladder neck; the hemostasis in the prostatic 
cavity is easily controlled. By this method, the pos- 
terior leaf of the vesical margin can be replaced, and 
the site of the incision in a retropubic prostatectomy 
is at the crossroads between the bladder and the 
prostate. Thus, an excellent view is provided of all 
the sources of hemorrhage. 

It has been said that the enthusiasm for the re- 
tropubic operation will soon die out and that it 
does not represent anything fundamentally new. 
It is not the prostatic incision or the incision into the 
bladder itself that constitutes the. innovation, but 
that this surgical approach permits total control of 
the prostatic cavity with hemostasis and repair 
across a short distance, and an easier and quicker 
enucleation is also provided by the retroperitoneal 
approach to the prostate. 

In conclusion, the authors suggested that all 
forms of prostatectomy have a close relationship. 
Immediate urethral drainage with closure of the 
bladder at the time of operation is difficult because 
of the ineffectiveness of the catheter in providing 
vesical drainage. Control of hemorrhage is the most 
important phase of any surgical operation on the 
prostate gland. 

The authors believe that the Freyer operation 
deserves to retain a place in prostatic surgery. It 
is a simple and effective operation. No special in- 
struments are needed. No added attendants are 
required and no highly specialized technical skill 
needs to be used in order to do this operation. Any 
type of operation on the prostate gland that secures 
the blood supply and provides hemostasis under 
direct vision provides the ideal type of treatment. 

Conrap A. M.D. 


Reconstruction of the Scrotum and Skin of the 
Hans May. Plastic & Reconstr. Surg., 1950, 
2134. 

Loss of skin of the male genitalia is due either to 
trauma or infection. In early traumatic cases, sur- 
gical restoration can be started almost immediately. 
In defects due to infection, the infection must be 
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combated first and the granulations thoroughly pre- 
— until they are healthy, pinkish, and flat be- 
ore reconstruction can be undertaken. 

In scrotal defects the use of free skin grafts is inad- 
visable because of the surface irregularity of the 
structures and difficulty in applying proper pressure. 
The simplest way to provide coverage is by burial 
of the structures beneath the skin in a subcutaneous 
thigh pocket. However, to avoid sterility due to 
increased temperature and to obviate deformity and 
psychological handicap, a new scrotum should be 
constructed. 

The author in presenting an illustrative case, de- 
scribes the formation, on the anteromedial aspect 
of the thigh, of oblique flaps raised from the fascia 
lata, under which the testicle and plexus are placed. 
The upper incision was made just below and parallel 
to the crease of the groin. The flap dimensions re- 
quired were 15 by 8cm. To prevent the underlying 
structures from adhering to the raw surface of the 
thigh, the bed was skin grafted with a nylon-backed 
thick split graft cut with a dermatome from the 
median surface of the same thigh at a lower level. 
A heavy padded pressure dressing was then applied 
to the wound. 

Within the following weeks the pedicles of the 
flaps were gradually severed, the medial edges being 
partially severed 9 days after the first operation 
and the lateral edges 5 days later. To form the 
scrotum, the medial parts of the flaps from both 
sides were anastomosed to form the anterior raphe 
and the lateral flap parts were united posteriorly to 
form the posterior raphe. This procedure produced 
superior and inferior oval openings. The posterior 
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rim of the superior opening was sutured to the 
perineal region and the anterior rim to the pubic 
region. Suture of the lower oval opening formed 
the bottom of the new scrotum. 

In restoration of the penile skin, a thick split- 
skin graft has an excellent chance of regeneration. 
It remains pliable, develops normal sensation, and 
does not hinder erection. In traumatic defects, 
when the torn penile skin is available, it may be 
used unless it is too dirty or ragged, as it has a 
good chance to heal in place and regenerate. In an 
illustrative case, a 44 year old patient underwent 
circumcision with subsequent wound infection, gan- 
grene, and sloughing of the entire penile skin. The 
penis retracted into the scrotum which became ad- 
herent to the corona of the glans. At operation an 
indwelling urethral catheter was inserted and a 
traction suture was placed through the glans. Un- 
der constant traction the penis was freed at the 
corona and down the shaft to its full length. The 
scrotal wound edge was sutured as proximally as 
possible to the penile shaft. After thorough hemo- 
stasis, a thick split-skin graft was removed from a 
hairless region of the abdomen and wrapped around 
the penis. The distal part of the graft was sutured 
to the corona and the proximal part to the base of 
the penis. Where the free edges of the long sides 
of the graft met a new raphe was formed. By mak- 
ing incisions on one side of the graft and leaving 
projections on the other side, the raphe became 
zigzag and allowed for contractures. A heavy pres- 
sure dressing was applied. The final result in 2 
months showed complete healing and uninhibited 
erection. ALLAN K. SwersieE, M.D. 
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Resection of the Ischium and of the Ischiopubic 
Ramus for Osteomyelitis (Sulla resezione dell’- 
ischio e della branca ischio-pubica per osteomielite). 
G. GALLI. Chir. org. movim., 1950, 34: 225. 


At the Rizzoli Institute of Bologna, up to 1947, 
only 5 cases of resection of the ischium and ischiopu- 
bic ramus for osteomyelitis have been observed, 
constituting 0.06 per cent of all the cases of osteo- 
myelitis and 20.8 per cent of the cases of osteomye- 
litis of the pelvis. Galli reports 2 of these cases, one 
of them with fistula, which were cured by resection 
before the penicillin era. 

Resection of the ischium for osteomyelitis finds its 
clearest indication in febrile fistulous forms resistant 
to penicillin treatment and to drainage and débride- 
ment, or in cases in which it is necessary to remove 
large sequestra. De Marchi has recommended an 
arclike incision with its apex on the ischiatic tuberos- 
ity, which makes it possible, while keeping away 
from the perineum, to uncover the entire ischium and 
open a large space between the adductors, flexors of 
the thigh, gluteus, and ischiocavernosus muscles, to 
expose the pudendal bundle. To free the lower aspect 
of the ischium, the transverse muscle of the perineum 
is detached, the ischiocavernosus and the pudendal 
bundle are retracted medially, and the sacrotubero- 
sal ligament is cut. The detachment of the obturator 
membrane and the internal obturator is completed 
close to the bone, and the entire body of the ischium 
and of the ischiopubic ramus is liberated by resection 
with the Gigli saw or scalpel. The bony segment is 
then turned forward and its freeing is completed if 
this was not done previously. 

Results of this operation were encouraging in the 
first patient, who had a fistulous osteomyelitis of 2 
years’ standing: the operative wound closed defini- 
tively in 40 days and there have been no signs of 
recurrence of the process. In the second patient, who 
had a vast osteitic process with notable infiltration of 
the soft parts and which was threatening to invade 
also the hip joint, roentgenographically confirmed 
cure was obtained in 3 months. This intervention 
should therefore be introduced in current surgical 
practice when antibiotic therapy fails. 

RICHARD KEMEL, M.D. 


The Osseous Tumors of Paget (Les tumeurs osseuses 
de Paget). Lucien Cornit, J. Paotr, H. Gastaut, 
and H. Sprratrer. Sem. hop. Paris, 1950, 26: 2357. 


Four cases of tumors arising on the basis of Paget’s 
disease, observed in the period between 1940 and 
1946 at the Anti-Cancer Center of Marseille, France, 
are reported. 

The first case was that of a male 53 years of age. 
The trouble seemed to have antedated the first ex- 


amination by about a year. There was one tumor of 
the right hip region, another on the left trochanter, a 
third of the right scapula, and, finally, a fourth of the 
left sacroiliac region. The patient died 4 years later 
without evidence of metastasis. 

The second case, that of a male 50 years of age, 
presented a pathologic fracture of the neck of the 
femur. Paget’s disease appeared to have started 11 
years previously. The fracture was at the point of a 
Paget’s tumor of the left femur. In addition, there 
was a tumor of the left superior maxilla and a num- 
ber of cranial newgrowths. The patient died 3 
months later, but no metastases were uncovered at 
autopsy. 

The third case was that of a 28 year old female 
with Paget’s disease localized to the left lower ex- 
tremity. There were a number of bone tumors, a 
tumor of theleft tibia, and one of the left tarsus. The 
leg was amputated at the hip. The patient died 
about a year later without evidence of metastasis. 

The fourth case was that of a 69 year old male who 
suffered from a tumor of the left humerus (disarticu- 
lation interscapulohumeral) and a cranial growth. 
The patient died about a half year later following 
pathologic fracture of the left femoral neck. Autopsy 
did not reveal any metastases. 

Histologically, the first case was classified as a hy- 
pertrophic giant-celled histiocytoma, the second as a 
metaplasic simple histiocytoma, and the fourth as 
another histiocytoma with myeloplaxes; all of these 
tumors were regarded as of benign nature. The biop- 
sy of another tumor in Case 2 was classed as a poly- 
morphic reticulosarcoma; the third case was diag- 
nosed as reticulosarcoma with differentiation into 
myeloplaxes; these two tumors were regarded as be- 
ing malignant in nature. 

The myeloplactic tumors in this group were at 
variance with the classic conception of the absence of 
such tumors in this group. In this material the neo- 
plasms agreed with the classic conception that bone- 
forming tumors are complex while bone destroying 
tumors are simple. The authors, however, do not 
think that such a distinction suggests that in the lat- 
ter type the cells of all the tumors are morphological- 
ly identical; however, they believe that, dissimilar as 
they were in these different newgrowths, the differ- 
ence in morphology did not indicate a differing po- 
tential, but merely different stages of evolution of 
thejindividual cells. They were all tumors of the na- 
ture of conjunctive neoplasms which are poorly dif- 
ferentiated. 

The authors believe that the pathogenesis of these 
growths may be found in the reticulohistiocytic ele- 
ments which play a role in the genesis of the bone 
disease of Paget. These elements take part in the 
elaboration of the medullary fibrosis by undergoing a 
fibrocytic metaplasia. The hyperergy of the same 
elements in their process of metaplasia into tumor 
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cells is also concerned in the processes of bone de- 
struction. Thus, it is not illogical in seeing in the 
appearance of these tumors the development of a 
neoplasm grafted on an inflammatory process. This 
theory is supported by the multiple development of 
these newgrowths, by their differing histologic struc- 
ture, by their involving only the segments of bone 
attacked by active Paget’s disease, and by their 
autochthonous character. 

Therefore, the efforts of the profession should be 
directed to studying the original factors in the me- 
senchymatous hyperactivity on the one hand, and 
those leading to the tumoral explosion (pathogenesis 
of the tumoral complication of Paget’s disease) on 
the other. Joun W. Brennan, M.D. 
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New Method of Intra-Articular Arthrodesis by 
Transposition of Local Cancellous Bone. Ep- 
MUNDO DE Souza Campos BATALHA. Am. J. Surg., 
1950, 80: 85. 

The author proposes a method of arthrodesis by 
intra-articular transposition of local cancellous bone 
graft through an extra-articular approach. The 
graft traverses the articular surfaces and immobilizes 
the joint. It is known that the cancellous bone graft 
has the best biologic qualities. Bone grafts are 
usually taken from the iliac crest. This part of the 
iliac bone, however, has little resistance to mechan- 
ical strain. The resistance of cancellous bone is 
given by its lamellae, which are turned in the direc- 
tion of strain lines according to functional necessities. 
The head and the neck of the femur, for example, 
offer great resistance to trauma by the position of 
their lamellae paralleling the lines of stress. 

The hip joint is the best site for this kind of 
arthrodesis because the articular surfaces stay in 
close contact and do not spread apart, as in the 
shoulder. The authors have chosen arthrodesis of 
the hip to explain the technique; however, arthrode- 

‘sis of. other joints, such as the shoulder, knee, and 
subastragaloid joint, differ only in their respective 
approaches. The patient is positioned on the ortho- 
pedic table with the joint to be arthrodesed at the 
desired angle. The skin incision is the same as that 
used in the screwing of the neck of the femur by the 
extra-articular approach, namely, about 8 cm. long 
over the trochanter. With chisel and mallet, a small 
groove is made in the cortex of the lateral aspect of 
the femur, about 1 inch below the upper insertion 
of the vastus externus muscle. Special instruments 
are necessary and include the following—four in 

number: part A is a tubular saw 18 cm. long and 22.5 

mm. in diameter; part B is a hollow cylinder of the 

same size as the saw, and is equipped at its end with 

a bur with four large teeth; part C is a solid piston 

used to expel the cylindrical bone graft from the 

tubular saw; finally there is part D, which is a solid 
handle with one end threaded to receive the fittings 
described. 
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Positioning of the tubular saw is governed by 
anteroposterior and lateral roentgenograms. The 
saw is introduced through the neck and the head of 
the femur and on up into the acetabulum with 
rotatory movements. When the tubular saw is re- 
moved by rotatory movements, it brings out the 
cancellous bone grafts from both the neck of the 
femur and the wall of the acetabulum. When, how- 
ever, the graft from the acetabulum does not come 
out, it is necessary to utilize instrument “B”; the 
graft is then readily removed. The cylindrical graft 
is inserted to the full depth of the bed in the acetabu- 
lum and thus traverses the articular surfaces. 

The author discusses the technical, mechanical, 
and biologic advantages of the new method. Since 
the surgical approach is extra-articular, the opera- 
tion is less shocking than other procedures. The 
incisions are just large enough to allow exposure of 
cortical bone at the place where drilling is started. 
The need for large incisions and undermining of 
large flaps is obviated. The technique does not 
impair the blood supply of the epiphysis, whereas, 
in intra-articular arthrodesis it is frequently neces- 
sary to cut the capsule and the ligamentum teres 
rather widely. With the author’s technique, the 
graft is taken out and at the same time the articular 
surfaces are partially excised. Furthermore, this is 
all accomplished on the axis of the movement of 
the joint where the mechanical action is strongest. 
There is no need of bringing bone grafts far from the 
site of the arthrodesis. Local bone graft obtained as 
described by the author, with its lamellae already 
accustomed to mechanical strain, would seem to be 
the ideal substitute for metallic internal fixation. No 
shortening of the limb occurs. The mobilization of 
a local cancellous bone graft improves the blood 
supply. This facilitates the “take” of the graft. In 
addition the graft is placed in a bed of cancellous 
bone which is biologically similar to the graft itself. 
The excellent blood supply provides easier fusion. 
The period of immobilization is short because of the 
quick take of the graft. KENNETH SHERMAN, M.D. 


Surgical Reconstruction of the Paralytic Shoulder 
by Multiple Muscle Transplantations. Pau H. 
Harmon. J. Bone Surg., 1950, 32-A: 583. 


The author’s work was aided by a grant from the 
National Foundation for Infantile Paralysis, and the 
first patient was operated on in 1942. Five cases 
(with figures showing surgical incisions, figures show- 
ing grading of muscles preoperatively, and photo- 
graphs of each patient preoperatively and postopera- 
tively) are reported in detail. There are also three 
figures of anatomical drawings showing the manner 
in which multiple transplantations are made in the 
shoulder. 

Detailed studies on cadavers were made to show 
the possibility of transplanting muscles. On the 
basis of these studies, the following operations were 
performed in 5 cases. 

1. Shift of origin of the posterior deltoid to an 
anterior site. 
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2. Multiple two-stage transplantations at the 
shoulder. 

3. Transplantation of origin of the posterior del- 
toid (first stage), and transplantation of the long 
head of the triceps (second stage). 

4. Multiple transplantations in the first stage. 

5. Multiple transplantations in one stage. 

The results in these cases have been good; the end 
results in range of motion and in satisfaction to the 
patient over and above that which was obtained by 
arthrodesis have been superior. The results in Cases 
1, 2, and 3 are excellent. In Cases 4 and 5 the end 
results were not what the authors anticipated. 

RICHARD J. BENNETT, JR., M.D. 


Experiences with Vitallium Cup Arthroplasty of the 
Hip Joint (Erfahrungen mit der Hueftgelenksar- 
throplastik mit Vitalliumkappe). G. CHAPCHAL. 
Zschr. Orthop., 1950, 79: 417. 

A brief historical review of the development of 
arthroplasties of joints since the beginning of the 
nineteenth century is presented. Absorbable inter- 
posing membranes were soon replaced by nonabsorb- 
able material and later by rigid material. Cup ar- 
throplasty is indicated in malum coxae senilis, dys- 
plasia and subluxation of the hip, Otto’s pelvis, old 
coxa vara and treated femoral capital epiphysiolysis, 
Bechterew’s disease, and malunited fracture of the 
femoral neck. In younger individuals arthroplasty 
is preferable to obturator neurectomy. Once the 
obturator nerve has been cut, arthroplasty of the hip 
is contraindicated. 

The author uses a modification of the Smith-Peter- 
sen technique. The synovial membrane is excised in 
its entirety. It was found that the synovia very often 
is responsible for a great deal of discomfort in the 
postoperative period. The author excises only a por- 
tion of the anterior rim of the bony acetabulum to 
facilitate dislocation of the femoral head for reshap- 
ing of the femoral head and acetabulum. A hip 
spica is applied postoperatively and removed at the 
end of 12 days. Active and passive exercises are 
started first in the recumbent position. Weight 
bearing is allowed at the end of 4 weeks. Most of 
the patients were able to return to their regular oc- 
cupation at the end of 3 months. 

The following complications were observed: dis- 
location of the hip, contractures and limitation of 
motion, and juxta articular calcification. Among 9 
cases of postoperative dislocation, closed reduction 
was possible in 7; in the remaining cases open reduc- 
tion of the cup and femoral head was necessary. It 
is important to use a well fitting but “deep” cup and 
to be able to fit the cup into a deep acetabulum. The 
formation of early contractures made manipulation 
under anesthesia necessary. The hip joint was ex- 
posed in some patients to determine the cause of the 
contractures. Juxta-articular calcification was found 
in a number of cases, particularly in Bechterew’s 
disease. 

Necrosis of the femoral head was observed in some 
cases. The cup migrated further down the femoral 
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neck as absorption of the femoral head continued. 
The process stopped, as a rule, at the end of the 
third year. The motion within the hip joint was not 
appreciably diminished. 

There was a good result observed in 60 per cent of 
the cases, a moderately satisfactory result in 24 per 
cent, and a poor result in 16 per cent. 

GeorcE I. Retss, M.D. 


Surgical Treatment of Arthrosis Deformans of the 
Hip Joint (Die operative Behandlung der Arthrosis 
deformans des Hueftgelenks). F. MERCKELBACH. 
Zschr. Orthop., 1950, 79: 459. 


Three surgical methods of treatment of arthrosis 
deformans are discussed in this article: denervation, 
arthroplasty, and arthrodesis. 

Most patients suffering from arthropathy of the 
hip are inconvenienced more by the severe and con- 
tinuous pain than by restricted motion. Surgical 
treatment that will stop this excruciating pain will at 
the same time improve the function of the joint and 
is sufficient in many cases, especially in elderly pa- 
tients in whom poor general health does not permit 
more radical operation. Denervation of the hip joint 
includes resection of the obturatorius and quadratus 
femoris nerves and the fibers from the femoral nerve 
to the capsule. It is remarkable that in many cases 
the pains do not disappear immediately after the 
operation but only after 3 to 5 weeks of postopera- 
tive treatment. Often the relief of pain achieved by 
this purely palliative intervention improves the gen- 
eral condition so much that arthroplasty or arthro- 
desis can be performed later. 

Arthroplasty with the use of the vitallium prosthe- 
sis between the acetabulum and the femur head is 
the most physiological and most successful of all 
operations on the hip joint. Active and passive move- 
ments should be started from ro to 12 days after the 
operation. At what time weight-bearing should be 
permitted is a controversial question; some writers 
recommend it as early as 3 to 4 weeks, some as late 
as 6 months after surgery. Also, bilateral arthro- 
plasty for bilateral arthrosis is a controversial mat- 
ter. The author prefers to do the plastic operation 
on the more affected side and denervation or arthro- 
desis on the other. Quite recently, prostheses made 
of a plastic material rather than of vitallium have 
been recommended but the time is still too short to 
permit a definite opinion of their merits. 

Arthrodesis is indicated as a last resort in cases in 
which denervation or arthroplasty was not feasible 
or successful. If, in cases of bilateral arthrosis, the 
surgeon plans to do an arthrodesis on one side and 
arthroplasty on the other, the arthrodesis should be 
done first. After thorough extirpation of the capsule 
and the cartilaginous lining of the acetabulum and 
the femur head, the head is fashioned to fit well into 
the socket. Then two vitallium nails are driven into 
the femur, one from the linea arcuata of the ala ilii 
into the head and the other one from the neck of the 
femur into the ilium bone. 

WERNER M. Sotmitz, M.D.. 
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Lumbosacral Osteosynthesis in the Lumbosciaticas 
and Lumbalgias of Discal Origin (L’ostéosyn- 
thése lombo-sacrée dans les lombo-sciatiques et 
lombalgies d’origine discale). A. Perrot. Helvet. 
chir. acta, 1950, 17: 246. 


The author rejects the methods of Albee and 
Hibbs for lumbosacral osteosynthesis because of 
certain inherent disadvantages. He used the tech- 
nique of Henle in 6 cases and obtained 3 complete 
cures and 3 failures. However, one of the latter 
could not be charged to the osteosynthesis but was 
due to repeated previous operative traumatisms; 
in the 2 other failures the operation was followed by 
pseudarthrosis, which remained painful and resulted 
in partial incapacity in 1 of the cases. For the past 
2 years the author has used the method of Bosworth 
in all of his new cases. A very important point is the 
exact determination of the vertebral segment to be 
provided with a graft. It seems imperative to in- 
clude in the arthrodesis the lumbosacral disc, even 
when the lesion is located at the level of the L4-L5 
space, because persistence of lumbosacral mobility 
offers the risk of creating overwork lesions causing 
the recurrence of painful episodes. The graft will 
thus include L4, Ls, and Sz, and in special cases 
may have to be extended to L3 and even Lz. 

The author has operated upon 17 patients; in 6 
the operation was performed too recently to allow 
evaluation of the results; 1 patient had suppuration 
and the graft had to be removed; another patient 
left the country and was not seen since. Conse- 
quently there were 9 patients, 4 of whom were 
explored and given a graft in one operation; the 5 
others underwent only the osteosynthesis. Seven 
times the author grafted from L4 to S1, once from 
L3 to S1, and once from Ls to S1. Up till now no 
patient showed clinical or roentgen signs of pseud- 
arthrosis, but the time elapsed since the operation 
is still insufficient to allow definitive elimination of 
this complication. The author obtained 6 excellent 
results, practically equivalent to cure as 6 patients 
resumed their ordinary work within 4 to 8 months, 
- and 3 good results because 3 patients experience only 
some lumbar pain when they are fatigued. All of 
the patients are satisfied with the result of the opera- 
tion. The 6 patients operated upon too recently have 
responded so favorably that a good result can be 
expected. Some operations were rather protracted, 
but no sign of shock was observed The postoperative 
course was always simple. Twice there was hema- 
toma formation at the site where the iliac graft was 
taken; a drain is now left there for 3 days. The 
rather severe iliac pain of the first days following 
operation disappeared rapidly, and the painful se- 
quelae so often encountered after removal of a graft 
from the tibia were not observed. 

The Bosworth method seems to be the best at 
present to obtain perfect fusion of the lumbosacral 
joint in lumbosciaticas and lumbalgias of discal 
origin; it is indicated also in spondylolisthesis and in 
the sequelae of fracture of the lumbar spine which is 
often unrecognized. RicuarpD Kemet, M.D. 
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Contributions to the Pathogenesis of Flat Feet by 
Muscle Anomalies, Based on a Large Material 
of Operations (Beitraege zur Entstehung des Platt- 
fusses auf Grund von Muskelanomalien an Hand 
eines groesseren Operationsmaterials). K. Niedereck- 
er. Zschr. Orthop., 1950, 79: 499. 


In a series of 376 operations on flat feet the author 
found a large proportion of muscle anomalies. He 
believes that these are in many cases responsible for 
the development of the pes planus or for the unsatis- 
factory results of orthopedic treatment. 

The most important anomalies involve the tibialis 
anterior and the peronei muscles. In 30 per cent of 
the cases in which operation was done the tibialis 
anterior was inserted either entirely or for the great- 
est part at the first metatarsus rather than at the 
first cuneiforme. Bands or accessory tendons to the 
extensor hallucis longus or to the flexor of the hallux 
were observed in a number of cases. The more dis- 
tally on the metatarsus the insertion takes place, the 
greater is the danger of sagging of the anteroposte- 
rior arch of the foot. 

Anomalies of the peroneus brevis were found in 33 
per cent, and of the peroneus longus in 16 per cent of 
the cases in which operation was done. They in- 
cluded abnormally low location of the muscle belly, 
which in some cases reached to a point distal to the 
lateral malleolus; adhesions between the two ten- 
dons, which impeded the surgical correction of the 
foot; accessory muscles (peroneus tertius and quar- 
tus), and accessory tendons (up to five in 1 case). 
The author ascribes special importance to the pero- 
neus tertius. This muscle is present in the overwhelm- 
ing majority of flat feet. Its course and insertion 
have a marked pronating and abducting effect and 
thus increase the tendency toward pes planus, es- 
pecially when the tendon inserts at the distal end of 
the fifth metatarsal. Other less important anomalies 
involved the extensor digitorum longus, muscles of 
the calf, and the extensor hallucis longus. 

In studying the anatomical conditions in feet 
which were operated on for other reasons, the author 
found the incidence of anomalies of the tibialis and 
the peronei muscles much less frequent than in pes 
planus. This fact seems to prove his point that these 
anomalies are contributory factors in the etiology of 
pes planus. WERNER M. Sotitz, M.D. 


The Pathology of the Congenital Clubfoot. The 
Clubfoot in the Light of Pathological Anatomy 
and Histology (Zur Pathologie des angeborenen 
Klumpfusses. Das Klumpfussproblem im Lichte der 
pathologischen Anatomie und Histologie). Rup- 
PRECHT BERNBECK. Zschr. Orthop., 1950, 79: §21. 


The predominant deformity of the clubfoot is 
located in the bones making up the foot. There is a 
dislocation of the intertarsal joints. 

Wisbrun stated that the deformity of the tarsal 
bones is due to functional adaptation in a disturbed 
position. The disturbance of ossification in the tar- 
sal bones may be primarily a disturbance of develop- 
ment or it may be secondarily due to pressure. 
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Inhibition of the development of the bones also is 
cited as a cause for the development of claw foot. 
The changes of the zones of ossification resemble 
Koehler’s disease of the tarsal navicular. Scherb be- 
lieves that the persistent peroneus extensorius mus- 
cle, which is supposed to disappear in the third fetal 
month, is responsible for the formation of congenital 
clubfoot. He also found at operations on clubfoot 
that the peroneus brevis muscle inserted proximally 
to the fifth metatarsal bone by a strand of tendonlike 
tissue. 

Hereditary influences were traced in from 6 to 15 
per cent of the cases. The occurrence of clubfoot in 
boys twice as often as in girls points to a hereditary 
factor and cannot be explained satisfactorily by 
either the endogenous or exogenous theory. 

The treatment should be given as soon as possible 
by stretching the soft tissues, reduction of the dislo- 
cation at Chopart’s joint and the subastragular joint, 
and retention of the correction by plaster casts for a 
prolonged period of time. Tenotomy of the Achilles 
tendon is indicated to prevent rocker-bottom de- 
formity of the foot. Fasciotomy of the plantar fascia 
is indicated in cases in which the medial aspect of the 
foot appears to be contracted. 

In conclusion, the author asserts that in his opin- 
ion endogenous as well as exogenous factors are 
responsible for the formation of the clubfoot de- 
formity. GeorceE I. Reiss, M.D. 


Observations in the Treatment of Congenital Club- 
foot (Beobachtungen dei der Behandlung des kon- 
genitalen Klumpfusses). SCHEEL. Zschr. Orthop., 1950, 
79: 546. 

The soft parts are a very important factor in the 
formation and maintenance of the congenital club- 
foot deformity. The author uses ‘‘redressement”’ 
maneuvers, if necessary under anesthesia, to correct 
the inversion and adduction deformity. As soon as 
the foot maintains the position without slipping back 
into the inversion and adduction position, an inci- 
sion is made and the tendo achillis and the posterior 
tibial tendons are exposed. The author found that in 
all of his patients the posterior tibial tendon fanned 
out into a large flat fibrous band covering the area 
between the internal malleolus and navicular bone. 
As soon as the fascia and the underlying tendon were 
i abduction of the foot was greatly facili- 
tated. 

Hypertrophy of the fibrous tissue was also found 
within the muscular compartments of the lower leg. 
These hypertrophic bands in the lower leg were 
excised in the older cases. The posterior capsule of 
the ankle joint also shows a great amount of fibrous 
hypertrophy and should be excised. The Achilles 
tendon is lengthened to a moderate degree. A silk 
suture is placed around the calcaneus, carried 
through the heel, and tied to a bow under tension. 
A plaster cast is applied from the midthigh to the 
toes. The cast and the traction are removed in 4 
weeks. The foot is then kept in corrective position 
by arch supports and night splints. 
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There were some recurrences of the deformity, the 
author concludes, which were due to interruption of 
the postoperative treatment caused by the war. 

GrorcE I. Reiss, M.D. 


Treatment of Pseudarthroses of the Scaphoid Bone, 
the Medial Malleolus, and the Acromion (Zur 
Behandlung der Pseudarthrosen am Kahnbein, In- 
nenknoechel und Akromion). H. RuETHER. Zschr. 
Orthop., 1950, 79: 485. 

Fractures of the scaphoid, the medial malleolus, 
and the acromion often show a poor healing tendency 
and the formation of pseudarthrosis. All three 
localizations have certain characteristics in common: 
proximity to articulations, difficulty of immobiliza- 
tion, and partial or total lack of periosteum. At 
the scaphoid another important factor conducive 
to nonunion is the fact that the blood vessels supply- 
ing the bone enter only at a narrow area on the distal 
aspect. This is the reason that in many cases 
aseptic necrosis of the proximal fragment occurs. 

The author suggests as the treatment of choice, 
wedging of the fragments by means of a bone graft 
taken from the radius or the ulna. After a skin 
incision of 2 cm. length, only the tip of the tubercu- 
lum of the scaphoid is exposed. A canal from 21% to 
3 cm. in length is drilled, the position of the drill 
being controlled by means of x-rays. While the 
plates are developed a small bone graft 4 cm. in 
length and from 3 to 4 mm. in width is taken from 
the radius or the ulna and fashioned to fit into the 
drilled canal. The entire operation takes from 20 to 
40 minutes. 

The author had excellent results with this method 
in a series of 7 pseudarthroses. The average time of 
immobilization after the operation was 3% months. 
The operation is contraindicated in cases in which 
a definite necrosis of the ulnar fragment is present. 

The author believes that union of the fragments 
with a bone transplant is superior to wiring or nail- 
ing. He rejects the theory that irritation by the 
metallic foreign body stimulates the formation of 
callus. The fact that nails become loose and can 
easily be extracted after a short time, and that soft 
granulation tissue forms around the nail contradicts 
this theory. 

Similar anatomic conditions, as at the scaphoid, 
prevail at the medial malleolus and at the acromion. 
The author had success with the described method in 
several cases of pseudarthrosis of the malleolus and 
one at the acromion. WERNER M. Sotmitz, M.D. 


FRACTURES AND DISLOCATIONS 


Study of Fracture Healing by Means of Radioactive 
Tracers. Hans Bour and Aucust HALBoRG SoREN- 
SEN. J. Bone Surg., 1950, 32-A: 567. 

Experiments on the healing of fractures were 
carried out on animals divided into different groups, 
and the use of controls. Radiophosphorus and radio- 
calcium were administered to the rats at different 
periods during the healing of the manually fractured 
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right femora. These experiments showed increased 
activity of bone ash from the fractured bone as com- 
pared with the ash from the homologous intact bone 
of the same animal. 

Four tables showing the results of the investiga- 
tion are presented in detail. The effect observed in 
these animals was due mostly to an increased ex- 
change of phosphorus and calcium between the 
plasma and the mineral substance of the bone. Fur- 
ther studies indicate that this process involves the 
whole femora, and the proximal epiphysis of the 
tibia as well. RIcHARD J. BENNETT, JRr., M.D. 


Recurrent Dislocation of the Shoulder Repaired by 
the Magnuson-Stack Operation. Louis T. Pa- 
LuMBo and Lioyp D. Quirin. Arch. Surg., 1950, 60: 
II40. 


Thirteen shoulders were repaired by the Mag- 
nuson-Stack operation because of recent dislocation. 
The first of these operations was performed in April, 
1947. Of the 13 cases, 7 involved the left shoulder 
and 6 the right. The maximum follow-up was 2 
years; the minimum was 6 months. The majority of 
patients revealed some limitation of external rota- 
tion. This varied from 20 to 50 per cent. About half 
of the patients complained of occasional pains about 
the shoulder joint. 

Anatomical drawings are included to show the fac- 
tors involved and the steps in the operation. There 
have been no recurrences in these 13 patients to date. 
A discussion of operative technique is presented. 
The authors enthusiastically recommend this type 
of operation for recurrent dislocation of the shoul- 
der. RicHARD J. BENNETT, JR., M.D. 


Screw Fixation of Low Trimalleolar Fractures with 

Tibioastragular Dislocation Caused by Torsion 

(Le vissage direct des fractures trimalléolaires basses 

r torsion, avec diastasis tibio-astragalien). HACHEz- 
EBLANC. Acta orthop. belg., 1950, 16: 307. 

The following anatomical structures play an im- 
portant part in the mechanism of trimalleolar frac- 
tures in the leg: the external malleolus, the anterior 
.tibiofibular ligament, the posterior tibiofibular liga- 
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ment and its point of insertion (the posterior malleo- 
lus), the internal malleolus, and its internolateral 
ligament. 

Low spinal anesthesia and a tourniquet are used. 
With the patient in the prone position 2 incisions are 
made on the medial and lateral aspects of the ankle. 
Screws are used to approximate and fix the frag- 
ments. A compression dressing is applied. Motion of 
the hip, knee, and ankle of the affected leg is encour- 
aged; no plaster cast is used. The patient is allowed 
to bear weight at the end of 6 weeks. The results 
generally were satisfactory. 

GeorcE I. Reiss, M.D. 


ORTHOPEDICS IN GENERAL 


Spondylolyses, Fractures of the Articular Processes, 
and Spondylolisthesis (Spondylolyses, fractures 
des articulaires et spondylolisthésis). PreERRE Mar- 
IQUE. Acta orthop. belg., 1950, 16: 332. 


Spondylolisthesis of the vertebral column due to 
spondylolysis has to be differentiated from forward 
slipping of the vertebrae due to fractures of the artic- 
ular processes. The symptoms and the roentgeno- 
gram make the differential diagnosis very difficult. 
The subjective symptoms do not correspond to the 
degree of forward slipping. In fact, the patients who 
required surgical intervention had a very slight de- 
gree of spondylolisthesis. 

The patients are allowed to become ambulatory 
within 4 to 6 weeks. Early ambulation did not in- 
fluence the ultimate success of the spinal fusion. In 
no case was there progression of the spondylolisthe- 
sis. Bohler mentioned that no one has ever published 
a series of roentgenograms to demonstrate a pro- 
gressively increasing amount of forward slipping of 
the affected vertebrae. Yet everyone agrees that 
spondylolisthesis is a slowly progressing condition. 

The author concludes that trauma must be an im- 
portant etiological factor of spondylolisthesis. The 
article is based on 4 cases of spondylolysis with 
spondylolisthesis and 4 cases of fracture of the artic- 
ular process with spondylolisthesis. 

GeorcE I. Reiss, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


The Fluorescein Test in the Ischemic Syndromes 
of the Extremities (La prova della fluoresceina 
nelle sindromi ischemiche degli arti). Bruna Pic- 
coL!. Gior. ital. chir., 1950, 6: 236. 

Twelve cases of ischemic syndrome were given the 
fluorescein test and the results were evaluated with 
the aid of the other methods of study of these pa- 
tients. There were 3 instances of embolism of the 
lower extremity. In 1 case fluorescence was absent 
in the entire right limb; following high amputation 
of the right thigh the flaps did not heal, and the pa- 
tient died 8 days later. In 2 other cases the test so 
clearly defined the circulatory conditions present 
that advantageous amputations were completely suc- 
cessful. 

Seven of the remaining 9 patients presented typi- 
cal examples of Buerger’s disease. The test not 
only revealed the exact localization of the circula- 
tory inadequacies but also demonstrated the effects 
of the vasodilatative treatments, particularly of the 
lumbar sympathetic anesthesias. These results in 2 
of these patients enabled the author to employ 
therapy which produced lasting re- 
ief. 

The remaining 2 patients presented asphyctic 
crises of the upper extremities. The value of the 
method was again demonstrated. Particularly in 1 
of these subjects the test showed the importance of 
the spastic factor in the pathogenesis of the affection. 
The patient, following bilateral removal of the stel- 
late ganglion, experienced immediate and complete 
remission which has now lasted for a number of 
months. 

The advantages of the test are its relative in- 
nocuity (in a few instances there was mild icterus, 
colored urine, and a rare attack of mild nausea dur- 
ing the injection). The mild yellowing of the skin 
will, in the absence of kidney involvement, disappear 
within 48 hours. Other advantages are the simplicity 
of application and the low cost. The author has 
been using an ordinary ultraviolet light source with 
uviol filter, although, of course, Wood’s lamp is 
undoubtedly better. 

For purposes of comparison the author has pre- 
pared a series of fluorescein solutions of decreasing 
strength; a drop of each strength on a strip of 
gauze gives a concrete, almost mathematical record 
of the strength of the test. It is not to be concluded, 
however, that the fluorescein test is intended to be 
a substitute for the other methods of clinical exami- 
nation of these patients; however, when it is used in 
concomitance with the other methods, it renders 
possible a comparison of the results which gives a 
fairly exact evaluation of the circulatory conditions 
that are present in the limb. 

JouN W. BRENNAN, M.D. 


Varices (Vdrices). Domtnco Prat and A. Garcfa 
GuEtrFi. An. Fac. med., Montev., 1950, 35: 169. 

Phlebography has been used by the authors for the 
past 4.5 years in patients with varicose veins. This 
discussion is limited to the saphenous system. In 
subsequent contributions it is intended to discuss the 
material more in detail and approached from other 
aspects; but now the principal intent is to illustrate 
quite simply the advantages of phlebography to the 
clinician in varices of the saphenous vein. 

In the phlebographic technique as used by the 
authors the material for the injection of the vein, or 
varix, consists of a preparation containing iodine 
(nosylan, 35 per cent), and this has been the only 
preparation in their experience which has not pro- 
duced any serious inconvenience. There has been, it 
is true, an occasional complaint of calor, and a short 
period of more or less restlessness of the patient; 
however, there has never been any vomiting, dizzi- 
ness, or fainting. 

Originally, the veins (internal and externa! saphe- 
nous veins) were exposed in front of the medial mal- 
leolus, and behind the external malleolus, respective- 
ly; recently, however, the authors have been leaning 
more and more toward the exclusively percutaneous 
method, using one of the veins of the dorsum of the 
foot. The technique here employed is that of Massel 
and Ettinger. 

To illustrate the advantages of the method a brief 
description of 6 patients with illustrative conditions, 
together with appended phlebograms, is given. In 
the first case there were varices present only in the 
region of the right calf of the leg and it could not be 
definitely determined whether they involved the in- 
ternal (vena saphena magna), or the external (vena 
saphena parva) vein of the superficial system. The 
phlebogram disclosed a short circuit between the in- 
ternal and external saphenous veins and thus dem- 
onstrated both veins to be insufficient. 

The second phlebographic study was made in an 
extremely corpulent subject, the extent of whose af- 
fection could not be satisfactorily determined by 
clinical means. The intravenous injection not only 
clearly defined the involvement of the external saph- 
enous vein but also uncovered a larger packet of vari- 
cosities of the internal saphenous vein which commu- 
nicated with the external saphenous vein by means 
of a communicating branch. This arrangement was 
subsequently demonstrated at operation. 

In the third patient there was a profusion of vari- 
cosities involving the middle third of the lower leg 
without much involvement apparent at higher lev- 
els. The examination, however, showed that the real 
trouble was a varicose condition of the profunda 
femoris vein with an accompanying varicophlebitis. 

The fourth patient was especially interesting in 
that he had been operated upon previously with liga- 
tion of the internal saphenous vein high in Scarpa’s 
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triangle but had continued to suffer from progressive 
trophic disturbances in the lower leg. Here the phle- 
bogram demonstrated a communicating ramus from 
the profunda femoris which had re-established com- 
munication of the deep blood stream with the super- 
ficial circulation. 

The fifth phlebographic study disclosed, in a pa- 
tient with a single clinical varicosity, a profusion of 
varicose dilatations of the internal saphenous vein 
which would have rendered any treatment based on 
clinical premises, such as sclerosing injections, futile. 

The last phlebogram was appended merely to 
show the preciseness and reliability with which phle- 
bography is able to visualize the orifice whereby a 
large packet of varicosities communicates with the 
deep veins of the leg. 

The authors find phlebography of value for (1) 
confirming the existence of varicosities, particularly 
in obese individuals, (2) investigating venous ob- 
structions (phlebitis), and (3) localizing the insuffi- 
cient communicating rami between the deep and su- 
perficial venous systems of the leg. Their general 
method of procedure is to determine the sufficiency 
of the saphenous veins at their entrance into the deep 
femoral system and also to determine the location 
and condition of the communicating rami. Thera- 
peutic procedures then consist of the interruption of 
these vessels at their junction and also of ligation of 
the insufficient communicating vessels. 

The authors do not favor the injection of scierosing 
substances into the varicosities in these cases because 
they believe that such treatment harbors the menace 
of extending the sclerosing process to the deeper 
veins. Joun W. Brennan, M.D. 


Are There Any Deep Varices? Phlebography With 
and Againet the Blood Stream (Les varices pro- 
fondes existent-elles? Phlébographie “au fil de l’eau 
et phlébographie 4 contre courant”). Cx. OLIVIER. 
Presse méd., 1950, 58: 688. 


To decide this question as to the presence of deep 
varices it is necessary to consider the characteristics 
of the deep veins in varicose subjects from the ana- 
‘tomic point of view of dilatation and from the 
physiologic point of view of the condition of the 
valves. To study the caliber of the venous trunks, 
the author has used direct phlebography by punc- 
ture of a peripheral vein. His technique, which is 
more likely than any other to demonstrate the deep 
network, is based on two principles: application of a 
superficial tourniquet that collapses the subcuta- 
neous venous return circulation, and the taking of a 
second profile film after another injection of opaque 
medium given also in 60 seconds. To determine the 
condition of the valves more accurately, he prefers 
to perform retrograde phlebography during the 
course of operation in patients in whom resection of 
the arch of the internal saphenous vein is already 
indicated. The saphenous vein is cut, its peripheral 
segment is ligated, and a cannula is inserted into its 
central end; the injection of 40 c.c. of 50 per cent 
diiodone is performed in 60 seconds while a finger 
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compresses the external iliac vein in the wound. 
The observations made led to the following conclu- 
sions: 

The direct phlebographic study of the deep venous 
circulation in 50 patients with essential superficial 
varices and in 85 patients with superficial varices 
due to old phlebitis did not, as a rule, show pathologic 
dilatations of the principal and deep veins of the leg. 
Retrograde phlebography revealed insufficiency of 
the femoropopliteal valves in 50 per cent of 50 pa- 
tients with essential or symptomatic varices. The 
frequent absence of valves in the central segments 
of the deep veins suggests that there is often no 
obstacle to the venous hyperpressure due to effort 
between the right auricle and the popliteal region. 

The ligation of the popliteal vein, and especially 
of the superficial femoral vein, in patients with es- 
sential varices associated with a deep reflux should 
apparently be used only with great caution as long 
as the late results are unknown. On the other hand, 
recognition of this reflux is of great interest when the 
insufficiency of the perforators allows it to act on the 
surface. Ligation of these perforators is then equally 
as necessary as ligation of the internal saphenous 
vein. 

Deep venous ligation should be continued in pa- 
tients with an old phlebitis, provided that the pres- 
sure is verified after temporary clamping, as is done 
in America, and provided that phlebography shows 
an important reflux. Ricuarp Kemet, M.D. 


Saphenous Neurectomy in the Treatment of Select- 
ed Cases of Painful Ulceration of the Leg. 
LAWRENCE N. Attias. Surgery, 1950, 28: 37. 


Ulcers following phlebitis and venous stasis of the 
leg have peculiar subjective and objective features 
of a causalgic character, which suggest inflammatory 
irritation of the saphenous nerve. This nerve can be 
resected in the proximal portion of the femoral 
sheath under regional infiltration anesthesia. 

The author has performed 63 saphenous neurec- 
tomies during the past 7 years, with striking relief of 
pain and regional tenderness, and expedition of heal- 
ing of ulcers. Sensory denervation permits local 
medication and regional compression and consti- 
tutes a limited type of sympathectomy which im- 
proves the local blood supply. About half the 
patients experienced temporary paresthesias follow- 
ing saphenous neurectomy. 

Two-thirds of the patients had ulcers complicating 
deep venous inflammation with obstruction or insuf- 
ficiency; in the remaining one-third, ulcer compli- 
cated varicose veins. Cases representative of both 
groups are presented. 

Patients with postthrombotic ulceration re- 
sponded to saphenous neurectomy followed by local 
treatment of the ulcer. The author does not condone 
peripheral vein surgery in this condition, except in 
certain carefully selected cases. True varicose ulcers 
responded favorably to the combined operation of 
saphenous neurectomy and proximal phlebectomy. 

S. Litoyp TEITELMAN, M.D. 
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Anticoagulant Treatment of Recent Phlebitis of the 
Inferior Extremity (Pour le traitement anticoagu- 
lant des phlébites récentes du membre inférieur). 
Cu. Outvier. Presse méd., 1950, 58: 


The author states that treatment with heparin 
and dicumarol is superior to ligation or phlebectomy 
in fresh postoperative phlebitis of the deep leg veins. 
The two principal aims of treatment, namely, pre- 
vention of pulmonary embolism and satisfactory 
late results, are accomplished more effectively by 
medical than by surgical therapy. In a series of 40 
patients phlebography was done before and after 
treatment, and it was shown that not only could the 
process of thrombosis be stopped, but beginning ob- 
struction was reversed if the treatment was started 
early. 

In contradistinction to this series, another group 
of 10 patients who were treated surgically showed 
unsatisfactory early and late results. 

The following method was used: 

As soon as the diagnosis of phlebitis was made, 
300 mgm. of dicumarol were given on the first day 
and 200 mgm. on the second day; on the third day 
the prothrombin level was taken by a micromethod. 
The treatment was continued for 3 weeks and the 
dosage of dicumarol so adjusted that the prothrom- 
bin level stayed below 40. Since dicumarol takes 
about 48 hours until it is effective, heparin was given 
for the first 2 days (500 mgm. divided up in 4 doses). 
After this initial period of 2 days heparin was given 
only if the prothrombin level rose suddenly in spite 
of the dicumarol treatment. Not one pulmonary 
embolism occurred with this routine, and the local 
sequelae of the phlebitis were minimal or absent in 
go per cent of the cases. 

WERNER M. Sotmitz, M.D. 


Obliterating Endarterites (Les endartérites oblitér- 
antes). G. HorrMANN, E. HENROTIN, and A. CoRNIL. 
Acta chir. belg., 1950, Supp., p. 257. 


The endarterites are divided for purposes of dis- 
cussion into 2 forms: the juvenile form and the senile 
form. The former is known under various appella- 
tions (thromboangiitis, thromboangiosis, endarteri- 
tis obliterans, endarteriosis) and usually affects 
males under 40 years of age. The latter is also known 
under various names (endarteritis senilis, endarteri- 
tis atheromatosum, arteriosclerosis obliterans); it 
usually affects men who are over 50 years of age. Of 
course, many juvenile forms occur in patients over 
40, and many senile forms develop in patients under 
50. However, the authors believe that there is a 
third form, intermediate between the juvenile and 
senile types, and this they designate as the endarteri- 
tis of the fourth decade. Finally, the authors barely 
pause to mention the endarterites of syphilis and 
diabetes as they are rarer than usually considered 
and have specific therapies. The nodose type of 
endarteritis is exceedingly rare and is so different in 
its manifestations that it would seem scarcely prof- 
itable to discuss this affection here. A special type 
of juvenile endarteritis is discussed apart under the 
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designation of the symptom of Leriche, or endarteri- 
tis of the aortic bifurcation. 

The juvenile form of endarteritis, or thromboan- 
giitis, is a generalized vascular disease of grave im- 
port. It is characterized by the appearance of mul- 
tiple arterial obliterations. The condition shows a 
preference for the lower extremities; however, at 
times it also involves the upper limbs, and indeed, 
at times, the visceral arteries. As a panangiitis the 
process also involves the veins in the guise of a 
phlebitis migrans. The process is characteristically 
chronic, occurring in successive crises. The clinical 
manifestations are eventual amputation of the 
smaller parts. There is, as a rule, less involvement 
of the vascular walls and more of a tendency toward 
intravascular thrombosis than in the senile form. 
The treatment recommended for this condition is 
early diagnosis and surgical interference; there is 
practically nothing to be anticipated from medical 
measures. Surgery consists preferably of hyper- 
nephrectomy on the left side with splanchnicectomy 
on the opposite side, or bilateral splanchnicectomy 
with bilateral lumbar sympathectomy. For involve- 
ment of the upper extremity the operation of Smith- 
wick is the measure recommended. 

The senile form of endarteritis exhibits more in- 
volvement of the arterial wall and less of a tendency 
toward’ massive thrombosis than does the juvenile 
form. Arteriosclerosis obliterans is apt to be accom- 
panied by diabetes (20.3 per cent—Hines and 
Barker) and by a certain amount of vascular hyper- 
tension (35 per cent—ibid.). The atheromatous 
endarteritis is a chronic affection involving almost 
exclusively the lower extremities with symptoms of 
chilled extremities, some cramps (not true claudica- 
tion), easy fatigability, and gradually progressing 
signs of ischemia of the extremities. The eventual 
gangrene is apt to be more massive than that ob- 
served in the juvenile form. In the senile form the 
treatment recommended is lumbar sympathectomy, 
at times completed by an arteriectomy. 

The third type of endarteritis, the so-called end- 
arteritis of the fourth decade, consists of the oblit- 
eration of segments of the artery by proliferation of 
the intima but without true atheromatous changes, 
nor does it have the early onset or the severity of 
evolution of the juvenile type, which never exhibits 
the same degree of generalization. It is true that 
this form of endarteritis is merely an intermediate 
form between the juvenile and senile forms; never- 
theless its separate entity can usually be recognized. 
In this condition the period of symptomatology is 
longer than in the juvenile form, the upper extremi- 
ties are more rarely involved, the arterial sections 
involved are usually those of the femoral artery. 
Nearly always this arterial branch is attacked bi- 
laterally; the last one attacked is frequently the most 
severely involved. It is in these cases that arteri- 
ography discloses the characteristic symmetrical le- 
sions of endarteritis above Hunter’s canal or in the 
lower third of the leg. Treatment does not, in essence, 
vary from that of the other two conditions. 
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The remaining group of endarterites here empha- 
sized, viz., that of the aortic bifurcation, known also 
as the syndrome of Leriche, largely affects young 
men complaining of trouble with penile erection, ex- 
treme fatigability of the lower extremities (not a 
true claudication), marked atrophy of the leg mus- 
cles, and signs of ischemia of moderate grade. Such 
signs are apt to point toward an arterial disturbance; 
however, it is only by means of aortography that the 
character of the obliteration of the aorta and the 
two iliac arteries at the level of the bifurcation can 
be demonstrated. This is the condition in which the 
aortectomy of Leriche, perhaps associated with a 
gangliectomy, should afford excellent results. 

With reference to the periarterial sympathectomy 
of Leriche and the endarteriectomy of Dos Santos, 
as well as the modification of the latter procedure by 
Reboul, the personal experience of the authors has 
had nothing to offer but disappointment and disil- 
lusionment. The authors do not feel so discouraged 
about the results as to be apprehended from the arti- 
ficial production of arteriovenous aneurysm; how- 
ever, it is in the field of venous and arterial graftings 
that the greatest encouragement is held out. The 
work of Blalock has shown what can be done with 
arterioarterial implants, and the authors consider 
that the efforts of the profession should be intensified 
in this last direction. Joun W. Brennan, M.D. 


The Treatment of Arterial Obliteration by Means of 
Fresh, Segmental Venous Autografts (Le traite- 
ment des oblitérations artérielles par autogreffes 
fraiches et segmentaires de veines). RENE Fon- 
TAINE, JACQUES Husinont, P. Buck, R. RIVEAUx, 
and M. Kim. Acta chir. belg., 1950, 49: 397. 


In this article Fontaine, for 26 years an assistant 
of Leriche but now at Strasbourg, together with his 
collaborators detail the results of treatment of arte- 
rial obliteration with venous grafts. Fourteen cases 
are reported. This material includes their personal 
experience up to 1950. The technique of suture has 
been essentially the eversion suture of Blalock for 
arteries. The vein chosen was usually the accom- 
panying vein for the artery itself. An attempt was 
always made to invert the section of vein used for the 
grafting so that the venous valves would not be able 
to interfere with the flow of blood through the graft- 
ed section. The anticoagulants were deemed unnec- 
essary for the patients with normal arterial walls 
(traumatic thrombosis, aneurysm) ; however, even in 
these cases the prepared vein was always dipped in a 
solution of heparin. In the spontaneous obliteration 
due to arteritis the coagulation time of the blood 
was always maintained at between 12 and 15 min- 
utes. The authors did not hesitate on occasion to cut 
even through Poupart’s ligament, or to make 2 inci- 
sions, such as one over the femoral region and an- 
other in the popliteal space. 

In 7 of these 14 cases the results were perfect, that 
is, the graft remained permeable and the symptoms 
disappeared. In 5 more the results were satisfactory, 
the graft losing its permeability in whole or in part 
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but the symptoms being ameliorated wholly or at 
least largely. 

The remaining 2 cases were classified as failures. 
In one of these patients, a diabetic, the suture line 
at the lower end of the venous graft became necrotic 
and in the immediate, emergency operation the con- 
ditions of ischemia became so acute that amputation 
of the hip was deemed necessary. In the other pa- 
tient the failure was the result of error in placing 
the indications. The graft was perfectly successful; 
however, in addition to the obliteration of the fem- 
oral artery, for which the patient was operated upon, 
there were also obliteration of the anterior and poste- 
rior tibial arteries and extensive gangrene of the toes 
and heel. The knee joint had become stiffened and 
useless, and as the other leg had been amputated 
previously, the remaining leg, in addition to being a 
source of great suffering, was of no practical func- 
tional value. The patient himself demanded am- 
putation. 

Of the factors influencing the results, the authors 
mention the traumatic obliterations. In 3 of the 4 
cases reported in this group, the graft remained per- 
meable for 15 months, 2 months and 2.5 years re- 
spectively. In the fourth case the initial results were 
perfect following arteriography 6 weeks after opera- 
tion with an iodine-containing preparation (diio- 
done). The pulse findings of the leg deteriorated 
progressively, but the clinical result remained satis- 
factory. 

In the arteritis cases good results were not so con- 
stant; however, this is easily explainable on the basis 
of the diseased state of the arterial walls. Neverthe- 
less, the grafts in 5 of these cases had remained per- 
meable for periods of 2 to 8 months. With regard to 
the length of time that the disease had been present, 
the majority of successful results were obtained dur- 
ing the period following the initial symptomless 
stage during which there were signs of ischemia with 
effort but not yet such signs with repose. In arteritis 
the supplementary measures will be more urgently 
and frequently needed (sympathetic infiltrations, 
ganglionectomies, surrenalectomies). 

Oddly enough; the length of the graft employed 
did not seem to have any notable effects on the re- 
sults obtained. Joun W. BRENNAN, M.D. 


Heterogenous Vascular Graft: Experimental Study 
(Greffe vasculaire hétérogéne: étude expérimentale). 
P. GAUTHIER-VILLARS and J. Oupot. Presse méd., 
1950, 58: 667. 

The grafts used by the authors were mostly pieces 
of the carotid artery or of the external iliac artery 
of the calves from 1 to 2 months old; in 3 instances 
pieces. of jugular vein were used, in another 3 
arterial material from calf fetuses was used, and in 
1 instance arterial material from a pig. The graft- 
ing was done on the external iliac artery of dogs 
weighing from 12 to 20 kgm., and subjected to local 
heparinization. In 18 experiments end-to-end anas- 
tomosis was performed 16 times, and end-to-side 
and side-to-side anastomoses were done once each. 
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The first technique gives very satisfactory results; 
the chances of thrombosis are greater with the other 
two methods. Three dogs died from hemorrhage 
and 1 dog was eliminated because of imperfect 
sutures due to the smallness of the anastomosed 
vessels. Two embryonic grafts became thrombosed. 
Of ro arterial grafts, 5 were permeable. Histologic 
examination of the permeable grafts revealed (in 2 
cases) calcification of the media at the end of 1 
month, with normal aspect of the other coats. In 
1 case the media remained intact for 1 month, but 
there was thickening by edema or early sclerosis of 
the intima and inflammatory reaction of the adventi- 
tia. In the 2 remaining cases, after 4 and 7 months 
respectively, the media showed some fragmentation 
of the elastic fibers, the intima was much thickened, 
and the adventitia was intact. 

From the purely surgical point of view, the hetero- 
genous grafts of calves on dogs have not given as 
satisfactory results as the homogeneous grafts. On 
the other hand, they have allowed reproduction, 
within a very short time, of most of the pathologic 
changes which may occur in the vessels and range 
from simple thickening of the intima to sclerous 
endarteritis and calcification of the media. 

From the histologic point of view, the problem 
presents two aspects. On the one hand, there seems 
to be some hope since the media has remained normal 
or subnormal in a good number of cases and after a 
rather long time; on the other hand, the presence of 
sclerous endarteritis is much less encouraging be- 
cause, if the cells can continue to live, they suffer 
and react by the formation of fibrosis. The forma- 
tion of arteriosclerotic lesions has even been ob- 
served in 1 month. This means that there is still 
much to be done in the conservation process to ob- 
tain tissues that will be capable of adapting them- 
selves to the donee. The authors had thought that 
embryonic tissues would be more adaptable, but 
they had 3 failures in 3 experiments, 2 with necrosis 
and death from hemorrhage although the anasto- 
moses were technically satisfactory. However, some 
reservation is in order because collection of the ma- 
terial was done somewhat late, from 3 to 4 hours. 

From the purely mechanical and hemodynamic 
point of view the authors feel that they can be some- 
what less exigent because the arteries of which the 
walls have undergone important changes can never- 
theless continue to transport blood for a long time. 

RicHarp KEMEL, M.D. 


Clinical Methods of Investigation for the Operative 
Management of Peripheral Vascular Diseases 
(Die klinischen Untersuchungsmethoden bei der op- 
erativen Behandlung der peripheren Durchblutungs- 
stoerungen). WALTER OsTERCHRIST. Chirurg, 1950, 
325. 

In order to be of value a clinical method of ap- 
proach to the study of peripheral vascular disease 
must furnish us with an adequate estimate of the 
relative role played by the functional, spastic com- 
ponent; it must enable us to determine the proper 


time for operation and to evaluate the prognosis and 
postoperative course. Such a method is conclusive 
only when it is based on the clinical symptomatology, 
disregarding direct studies of the vessels by means 
of angiography and capillary microscopy. 

Pain is the dominating clinical symptom of every 
kind of peripheral vascular disturbance. It is us- 
ually intense and boring in character and aggravated 
at night by elevation and warmth. Its place of origin 
may be in the vessels themselves, from the vegeta- 
tive neurosyncytium of the vessel walls, as well as 
in the ischemic tissues where it is initiated by oxygen 
deficiency. With the development of inflammation, 
infection, or gangrene the pain frequently becomes 
unbearable. The pain of an endangitis or that which 
results from an imbalance between muscle activity 
and arterial blood flow manifests itself on exercise 
after a latent period, whereas pain of arthritic, rheu- 
matic, or neuritic origin occurs immediately with 
activity. The pain of complete arterial occlusion is 
immediate and persistent. As an indication of the 
degree to which reflex spasm of the collateral cir- 
culation, as contrasted to organic vascular change, 
is responsible for persisting pain, exercise tolerance 
offers the most clinical information. If the pulse, 
which is absent in the active extremity, returns on 
rest, the functional factor is significant. A further 
cause of persistent pain is beginning tissue necrosis. 
Pain from this cause can almost always be eased by 
elevation of the hemostatic pressure. Patients quick- 
ly learn that by placing the extremity in the de- 
pendent position they can alleviate their pain. 
Upon seeing a patient sitting in bed with the ex- 
tremities hanging down in order to obtain relief 
from pain, we should conclude that there is impend- 
ing tissue necrosis. 

The outstanding visible sign of peripheral vascular 
disturbance is change in skin color, which may be 
erythema, pallor, or cyanosis. The ordinary rose 
red skin color indicates a dilatation of the small 
arteries with moderate dilatation of the arterioles 
and capillaries. If the latter are extremely dilated, 
intensification of the redness occurs. Thus, intense 
erythema may be a sign of peripheral vascular dis- 
turbance. To consider functional peripheral vascu- 
lar disturbance only in the sense of spasm is an 
error. Vascular spasm is primarily related to a cer- 
tain energy requirement of the tissues and after a 
period of time an opposite, compensatory type of 
reaction must set in, namely, vascular atony, which 
may also be a manifestation of functional disturb- 
ance. Cyanosis results from a contraction of the 
small arteries while the arterioles and capillaries re- 
main dilated. If the latter also become contracted 
the skin becomes pale or white, indicating that both 
the arterial and venous channels are empty. If the 
skin pallor is associated with distinct loss of local 
warmth, deficient arterial inflow is indicated. If 
cyanosis results from venous stasis, brownish pig- 
mentation of the skin occurs after a period of time. 
Persistent skin color changes which remain unin- 
fluenced by position and activity are always a sign 
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of severe organic vascular change. In most cases, 
however, these skin color changes are variable with 
position, activity, environmental temperature, and 
psychic reactions. Thermal stimulation and posi- 
tion tests are of value in differentiating functional 
from organic disturbances. 

Skin temperature determinations provide addi- 
tional clinical information, particularly comparative 
measurements of symmetrical parts. Symmetrical 
values normally are approximately equal. If re- 
peated skin temperatures are taken following cooling 
of the extremity and plotted on a graph, the type 
of curve obtained on warming indicates whether the 
disturbance is due primarily to organic change or 
to spasm. The “Priscol test” has also been found 
to be of value. 

Studies of the pulse furnish some information but 
palpation is inconclusive. In general it may be said 
that in the Raynaud syndrome a good, bilaterally 
palpable pulse is characteristic, whereas a unilateral 
absence of the pulse suggests organic vascular dis- 
ease. In endangitis a palpable pulse is absent early 
in the course of the disease because of the develop- 
ment of arteriovenous anastomoses. For the ade- 
quate measurement of the pulse it is necessary to 
resort to oscillometry and plethysmography. Up to 
the present these modalities have been of limited 
usefulness and of subordinate importance in the 
diagnosis of peripheral vascular disease, but they 
are of value in showing changes in pulse quality dur- 
ing the course of the disease. 

The author has used pantocain peridural anesthe- 
sia in place of paravertebral procain blockade in 
order to obtain simultaneous comparative skin tem- 
perature reactions of both extremities. Comparative 
temperatures of the diseased and healthy extremity, 
that is, the relative difference between the responses 
of the limbs provides a more accurate evaluation of 
the effect of sympathectomy than does the study 
of unilateral temperature reactions of the diseased 
limb. The values for both limbs are plotted on a 
graph and the temperature difference noted. The 
temperature difference becomes greater when the 
healthy limb reacts more strongly than the diseased 
limb and becomes less when the blood flow on the 
diseased side increases more than that on the 
healthy side. A diminution in the temperature dif- 
ference thus indicates a vasospastic disturbance on 
the affected side. Joun L. Liynquist, M.D. 


BLOOD; TRANSFUSION 


The Anticoagulants (Les anticoagulants). ANDR& VAN 
WiEN. Acta chir. belg., 1950, Supp., p. 151. 


This article is the second part of a review of the 
subject of coagulants and anticoagulants presented 
before the Belgian Surgical Congress at Ghent, 
Belgium, on the tenth day of June, 1950. The first 
article, concerned with hemostasis and the hemo- 
statics, was prepared by P. Van der Linden. 

The earlier anticoagulants have been almost en- 
tirely replaced by 4 modern products: heparin, 
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dicumarol, ethylic ester of the acetic acid of dioxy- 
coumarinyl, and phenyl-indane-dione. 

Heparin is a powerful anticoagulant, active in 
vitroas wellasin vivo. It is veryslightly toxic and has 
practically no disadvantageous effects in therapeutic 
dosage; in fact, it is, in traces, a normal constituent 
of the blood. It has an antidote effect in the guise 
of protamine. Its disadvantages are its cost and the 
necessity of intravenous administration for full ef- 
fects of the anticoagulant properties. Attempts are 
being made at present, by means of heparin depot 
preparations and by retarding the renal excretion of 
the drug by 4-carboxy-phenyl-methane-sulfon-ani- 
lin, to reduce the cost and alleviate the troubles of its 
administration. 

In contradistinction to heparin, dicumarol re- 
quires a longer period of time for its effects on the 
prothrombin time to become manifest, and its effects 
last longer. It is cheap and easily administered, it 
requires a closer watch of the prothrombin time and 
is peculiarly apt with injudicious use, or with mis- 
taken dosage, to produce hemorrhagic complica- 
tions. Such complications can be arrested by cessa- 
tion of administration of the drug, by the adminis- 
tration of vitamin-K, and by blood transfusions or 
transfusions of plasma. 

The third anticoagulant in the given list, discov- 
ered and clinically tested in Czechoslovakia under 
the trade name of tromexan, is a derivative of di- 
coumarol but is more soluble, affords an earlier anti- 
coagulant effect than dicumarol, and its effects dis- 
appear sooner after cessation of administration. 
Vitamin K does not negate its effects. Just as in 
the case of dicumarol, the chief complication of its 
use is hemorrhage. Contraindications to its use are 
senescence, arteriosclerosis (cerebral), lesions of the 
liver or of the kidney, cachexia, toxi- infectious states, 
and hemorrhagic diatheses. 

The fourth anticoagulant in the given list is 
phenyl-indane-dione. The prolonging of the pro- 
thrombin time with this drug does not seem to de- 
pend upon the diminution of concentration of the 
prothrombin in the blood, but upon an inactivation 
of the labile factor of Quick, either by direct action 
upon this factor or by the intensification of an in- 
hibitor of this factor. This preparation produces an 
early effect and, with cessation of administration, 
its effects disappear within at most 36 hours. No 
hemorrhages have been found to complicate its em- 
ployment. This preparation has not as yet received 
thorough clinical testing on the human being. 

The author considers that the best form of anti- 
coagulant therapy known at present, is that of pre- 
liminary intravenous injection of the rapidly acting 
heparin, for from 24 to 48 hours, followed by 
tromexan, which may be prolonged until cure is 
obtained. This method is relatively cheap, effica- 
cious, and easy to control. 

With reference to the therapeutic applications of 
the anticoagulants the early opinions consigned 
them to the prophylactic treatment of thrombotic 
conditions and did not consider them of value in 
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established thromboses; however, riper experience 
has shown that established vascular conditions may 
be benefited. In venous thromboses, in thromboses 
of the retinal veins and of the venous sinuses, in 
occlusions of the mesenteric veins, in arterial throm- 
boses (results of which will be considered in a spe- 
cial article) benefits have been. reported. A con- 
traindication seems to be malignant endocarditis, 
in which the use of this medicament was aimed at 
preventing the formation of the layers of fibrin on 
the valves which might thus shield the infective 
process from the actions of the antibiotic thera- 
peutic preparations. Anticoagulant therapy has 
been generally recommended for the treatment of 
freezing and other injuries due to cold. Following 
its use in the thromboembolic complications of myo- 
cardial infarction, authors have reported a notice- 
able diminution of mortality. In the cranium the use 
of the anticoagulants will apparently always be 
endangered by the difficulty of the differential diag- 
nosis between cerebral thrombosis and hemorrhage. 
Anticoagulant therapy promises to be of value in 
the prevention of intraperitoneal adhesions. When it 
is properly applied, no adverse effect has been noted 
in the healing of wounds. Joun W. BRENNAN, M.D. 


Experience with the New Anticoagulant, B. O. E. A. 
Cyrit Sotomon, Hector J. McNEILE, and RICHARD 
Lance. J. Laborat. Clin. M., 1950, 36: 19. 


The authors have made studies of a new anti- 
coagulant which has had considerable investigation 
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and clinical trial in Europe. This product, chemically 
similar to dicumarol, is known more commonly 
under its trade name, ‘“‘tromexan,” or, as the British 
have called it, B.O.E.A. This drug is manufac- 
tured in Switzerland. 

Clinical observations on 10 normal volunteers and 
25 patients are reported. B.O.E.A. is administered 
orally and is controlled by prothrombin times. 
However, it is more soluble, more rapidly absorbed, 
more rapidly excreted, and less toxic than dicumarol. 
The range of initial dosage necessary to achieve 
a therapeutic level (arbitrarily defined as a pro- 
thrombin time of 25 seconds) was found to be 1.2 to 
1.8 gm. 

The rapid effect of B.O.E.A. on the prothrombin 
level within 24 hours is in sharp contrast to dicuma- 
rol, which has a 36 to 72 hour lag period. Therapeu- 
tic levels were reached in the first 24 hours with a 
dosage of 1.5 to 1.8 gm. 

As with the use of dicumarol therapy, varying 
response has been observed with B.O.E.A. The daily 
maintenance dose varied from 0.3 gm. to 0.9 gm., and 
this was given in divided doses on an 8 hour scheme. 
The divided dose gave a more constant therapeutic 
level and minimized fluctuation in prothrombin 
levels. 

Following cessation of therapy on a divided dosage 
schedule, all prothrombin times returned to normal 
within 24 hours. No toxicity was demonstrated ex- 
cept for a single episode of microscopic hematuria. 

Epmunp R. DonocuugE, M.D. 


SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Experimental Traumatic Shock in Normal Condi- 
tions and in the Protein Deficiency State (Shock 
traumatico experimental en condiciones normales y 
en estado de desnutricion proteinica). JorcE A. 
MAnriquE, AnfBAL S. INtTROzzI, and TEL£SFORO 
——— Bol. Inst. clin. quir., B. Air., 1949, 25: 

7- 

In the first part of their study the authors found 
that the prolonged administration of a protein-poor 
diet to 14 dogs had the following effects: 

1. Loss of weight. 

2. Marked loss of the total plasmatic proteins and 
a tendency (inconstant) to diminution of the con- 
centration of these proteins. 

3. Decrease in the volume of circulating blood by 
reduction of the plasma and the red cells, the loss of 
plasma being greater than that of the red cells. 

4. Moderate increase of the hematocrit. 

5. Decrease of the interstitial fluid; this decrease 
is proportionately lower than the weight loss. 

6. Increase of the proportion of water in the plas- 
ma and red cells, more accentuated in the latter; 
despite this, there is a real demand for water in both 
elements, although it is proportionately lower than 
the weight loss. 

7. Increase of the concentration of chlorides in 
the red cells and persistence of the normal values in 
the plasma and interstitial fluid; the total chlorides 
of the plasma, red cells, and interstitial fluid in the 
muscles decreased proportionately less than the 
weight loss. 

8. Increase of the water and chlorides in the mus- 
cles; increase of the extracellular phase and decrease 
of the intracellular; the loss of total solids in the 
muscles seems to be caused especially by the decrease 
of intracellular solids, and the increase of water by 
accumulation in the extracellular fluid—decrease of 
the proportion of intracellular water. 

g. The percentages of the different elements do 
not express with certainty the true change occurring 
during starvation; to establish it measurement of 
the blood volume is necessary. 

In the second part of their study the authors com- 
pared the effect of experimental traumatic shock in 
normal and protein-starved dogs; in addition, to 
determine the value of the neurogenic factor in the 
modifications of the traumatized zone, they per- 
formed unilateral or bilateral resections of the lum- 
bar sympathetic nerves in both groups of dogs and 
later, during shock, measured the size of the trau- 
matized extremities. Shock was caused by the 
method of Best and Solandt, described by Greger- 
sen and Root. 

The changes observed during shock in the protein- 
starved animals were similar to those seen in normal 


animals and differed only in the greater rapidity of 
their appearance. The tachycardia was not con- 
stant: some dogs had a normal and some a slightly 
decreased pulse. Central cooling was constant but 
more marked in the protein-starved dogs, in which it 
was accompanied by a marked decrease in the cuta- 
neous temperature. The extreme sensitivity to 
hemorrhage in shocked starved dogs was striking: 
removal of the small amounts of blood necessary 
for volumetric measurements was sufficient to cause 
immediate death in some animals. The rapidity of 
the appearance of shock with the sensitivity to 
anesthesia, trauma, and minimal hemorrhage indi- 
cated a pronounced lability and tendency toward 
fatal shock. The volume reached by the traumatized 
extremities during shock showed no variations at- 
tributable to sympathetic denervation. 
RicHArD KEmEL, M.D. 


The Late Treatment of Burns. Kerwin M. Marcxs 
and ALLAN E. Trevaskis. Plastic & Reconstr. Surg., 
1950, 6: 119. 

The general care in the late treatment of burns is 
of paramount importance. The patient should be 
built up both mentally and physically to the highest 
degree possible in order to withstand the effects of 
local trauma. Primarily, the patients should at all 
times be free from pain. Anemia and malnutrition 
should be controlled. Frequent blood transfusions 
offer a greater hope for the patient than any other 
therapy prescribed. The open wound accompanying 
the burn must be closed as quickly as possible in 
order to maintain a proper balance of supply and 
demand of requirements for the well-being of the 
patient. 

The patients develop an intense complex. After 
the acute stages have passed, they still wonder 
whether they will survive the necessary treatment. 
If they can be assured that there is no immediate 
danger as far as life is concerned, they become con- 
cerned regarding the deformity. Not only the 
patient, but the family will require considerable 
treatment in this respect. Reassurance is the best 
antidote for their worries: kind words, gentle nursing 
care, appetizing foods, and gentle dressings, under a 
bit of anesthesia, if necessary. Many of the patients 
are difficult to handle regardless of the treatment 
instituted. 

The principles involved in the late local treatment 
of burns are outlined. The burn should be treated 
in such a manner as to either stimulate healing as 
soon as possible or make the wound receptive for 
early skin grafting. In a burn involving the full 
thickness of the skin, the necrotic material should be 
removed as soon as possible. Frequently, at the first 
dressing, it will be sufficiently demarcated and the 
greater portion can be excised. One is confronted 
with an open wound without epithelial elements to 
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promote spontaneous healing. Healing will take 
place by the formation of granulation tissue in the 
base of the open wound and by the creeping of scar 
epithelium from the surrounding skin edges. This is 
a long drawn-out process and after completion will 
present an area covered with scar tissue that easily 
breaks down or ulcerates under minimal trauma. 
These types of burns should be skin grafted as early 
as possible. Early skin grafting means less hospital- 
ization, less pain and discomfort, and less functional 
and cosmetic disability. 

The types of grafts most frequently used are split 
grafts and small deep grafts. Full thickness grafts 
and flaps are very seldom used in the early treatment 
of burns; the split graft is the one most frequently 
employed. 

The use of homografts deserves a great deal more 
consideration in the treatment of burned areas than 
one would expect. 

When the granulating surface has healed and all 
measures possible have been utilized to prevent 
contractures, the scar tissue should be scrutinized 
very carefully. Should there be any stress or strain 
on the existing scar tissue, it should be removed or 
the tension should be released by the various adopted 
procedures. Scar tissue located where it is subject to 
friction, stress, or strain should be regarded with 
suspicion as to future deleterious effects. There area 
lot of procedures available to relieve the deformities 
resulting from burns that should be inaugurated 
early and with precise management so as to avoid 
some of the late deformities that might occur. 
Various methods of correction are indicated, such as 
the utilization of thick split grafts, full-thickness 
grafts, pedicled flaps, Z-plastics, and the advance- 
ment of local tissue over the defect after excision of 
the scar tissue. Every case requires a different 
technique and varied judgment according to the 
result desired. These cases truly fit into the category 
of specialization and only experienced use of different 
types of techniques will solve the problem. 

The late complications of burns are: keloids, mas- 
sive contractures, and carcinomas such as Marjolin’s 
ulcer and others described in the literature. 

Carcinomas occur more frequently than believed. 
Any burn contracture or scar tissue formation that is 
subject to direct or indirect trauma should be re- 
garded as a potential malignancy and should be 
treated as such. 

Rehabilitation is one of the biggest factors in burn 
treatment and begins at the time the patient is 
burned. RoBERT TuRELL, M.D. 


Modern Concept and Use of Skin Grafts (Conception 
et emploi modernes de la greffe cutanée). F. LAGRort. 
Tunis. méd., 1950, 28: 579. 


The author presents a review of the indications 
and technique of skin grafting and reports the results 
in a series of 375 cases in his own experience. 

In fresh wounds with large skin defects he advo- 
cates early grafting before proliferation of the con- 
nective tissue has led to vicious cicatrization and the 
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development of bands or contractures. He differ- 
entiates three methods: early grafting of a granu- 
lating wound (secondary); emergency grafting im- 
mediately after injury (primary); and grafting of a 
chronic ulcer (tertiary). 

Granulating wounds with considerable loss of in- 
tegument should be grafted after 1 or 2 weeks. Third 
degree burns should be grafted after the eschar has 
been shed, i.e., in the third or fourth week. Burns 
are especially liable to form vicious and retratctile 
scars and should be grafted early without waiting 
for spontaneous epithelization, particularly in the 
area of the face, the hands, and near articulations. 
The separation of the eschar can be accelerated by 
detergents, bathing, or wet applications. Sometimes 
the eschar has to be excised. Examination under the 
Wood lamp after intra-arterial injection of fluo- 
rescein makes it possible to determine the extent of 
the tissues which will ultimately become necrotic, 
and to excise them early. Even very large burns 
can heal within a month without any disfiguration 
if grafted early. 

Other indications for grafting include granulating 
wounds after the incision of abscesses and carbun- 
cles; conditions after an operation for osteomyelitis; 
and granulating wounds after the extirpation of 
tumors; also operations for mammary carcinoma 
and for epithelioma of the face sometimes leave skin 
defects which cannot be covered by suture and 
therefore require skin grafts. These granulating 
wounds should be grafted as early as possible. 

A primary graft, within 24 hours after the injury, 
is indicated in two conditions: tearing off of large 
portions of skin from the extremities or the scalp, 
and certain cases of compound fractures. 

A tertiary graft is used in chronic ulcerations for 
various causes. Before grafting the base has to be 
excised to a large extent, and very careful hemostasis 
is necessary. With these preparations the author 
had excellent results in a series of 60 chronic vari- 
cose ulcers. Several of these had persisted for more 
than 20 years previous to the grafting. 

Furthermore, the author used primary grafts fol- 
lowing the extirpation of skin tumors, benign as 
well as malignant. The bed and the borders of the 
wound were larded with penicillin and the graft was 
applied immediately during the operation. It “took” 
on the eighth postoperative day in from go to 100 
per cent of the cases. 

Finally, excellent results were achieved in the 
operation for Dupuytren’s disease. 

As to the technique, a granulating wound or ulcer 
should be excised entirely before the grafting. If 
feasible, the graft should be in one piece and as large 
as possible. Multiple grafts give poor cosmetic 
results; they tend to retract, and a reticulum of 
connective tissue forms between the individual 
pieces. Exact hemostasis is essential, even the 
smallest blood clots on the surface interfere with 
“taking” of the graft. Ligatures should be avoided; 
if indispensable they should be done with catgut 
No. oo00. The best hemostasis is obtained by pro- 
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longed compression with tampons soaked in warm 
serum. To insure intimate contact between the 
graft and the underlying tissue a “vaseline mold” 
is prepared; after excision of the wound and before 
removal of the graft, compresses of vaseline gauze 
are piled in the wound to form a mold. The graft is 
applied on this mold with the bleeding side outward, 
then the mold is put on the wound and fastened with 
sutures to apply pressure for a week. The limb is 
immobilized in a cast with a window for the op- 
erated area. 

To assure an even thickness of the grafts an instru- 
ment similar to a plane is used; it can be adjusted to 
different thicknesses. For granulating wounds and 
burns a graft of o.2 mm. (Ollier-Thiersch) is used; 
to cover excised surfaces, a thickness of 0.4 mm. is 
used; the thick graft of Padgett of o.6 mm. should 
je reserved for articular areas, the hands, and the 
ace. 

Heteroplastic grafts usually give poor results 
except in the case of identical twins. In all other 
cases the grafts sometimes take but are eliminated 
after about 6 weeks. They are indicated only in 
very large burns to tide the patient over the critical 
period and to avoid the dangers of protein loss and 
infection. Especially in large burns of infants het- 
eroplastic grafts are sometimes necessary. 

WERNER M. Sormitz, M.D. 


Treatment of Postoperative Eventrations; Plastic 
Repair with Preserved Bovine Fascia (Trata- 
miento de las eventraciones postoperatorias; plistica 
con fascia de buey conservada). ARNALDO YODICE, 
NATALIO Rizzo, and ForTuNATO BENAIM. Dia méd., 
B. Air., 1950, 22: 758. 

The following technique is used for postoperative 
eventration on the service of general surgery of the 
Cosme Argerich Hospital of Buenos Aires. 

The incision resects the previous operative scar; 
in the obese, ample lipectomy is performed hori- 
zontally or vertically in accordance with the direc- 
tion of the incision. The sac and its contents are 
treated in the usual manner and the peritoneum is 
closed with a running catgut suture. To reinforce 
the musculoaponeurotic wall, Yodice’s funnel suture 
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is performed with stainless steel wire, and on the last 
plane a sheet of preserved bovine fascia is applied. 

The first suture plane approximates the aponeu- 
rotic borders with a continuous wire suture. Over 
this plane, but exceeding the first suture by 2 or 3 
cm. at each extremity, a second continuous wire 
suture is used to imbricate the aponeurosis and cover 
the previous plane. To do this, the needle is inserted 
laterally on each side 1.5 cm. externally to the first 
suture line, making an aponeurotic fold which joins 
that of the opposite side when the wire is tightened. 
If the elasticity of the tissues allows it, a third suture 
plane is used in the same fashion to cover the first 
two planes. In general, the direction of the suture 
lines is vertical in the median laparotomies and hori- 
zontal when the dehiscence is in the periumbilical 
zone where the lines of force are perpendicular to the 
linea alba. 

The authors then apply a sheet of preserved bo- 
vine fascia over the aponeurosis and fix it with sepa- 
rate sutures. The sheet of fascia comes in tubes and 
must be washed for 10 or 20 minutes in physiologic 
serum before use to hydrate it and remove the excess 
of biiodized alcohol which is used to preserve it and 
which is irritating to the tissues. Before the fascia 
is applied, the aponeurosis must be freed from all 
remnants of fatty and fibrous scar tissue in order to 
allow perfect apposition between the aponeurosis 
and the fascia and thus favor the process of humani- 
zation of the fascia. The fascia is cut to size and its 
angles are rounded off. First a suture is placed at 
each of the four corners of the fascia and fixation is 
then completed by inserting separate sutures all 
around at intervals of 1.5 cm. with the sheet under 
adequate tension. Cotton and wire sutures have 
been used, but the latter type are preferred; strips 
of bovine fascia may also be utilized. The operation 
is ended by suture of the wound and application of 
a plaster cast with two or three bandages 15 cm. 
wide, which leave the back uncovered. 

In the last 25 operations for postoperative even- 
tration the authors used the funnel technique 11 
times and applied fascia 11 times. There have been 
no recurrences and no manifestations of intolerance. 

RIcHARD KEMEL, M.D. 


ROENTGENOLOGY 


Frontal Tomography of the Hypophyseal Fossa in 
Endocrinology (La tomographie frontale de la loge 
hypophysaire en endocrinologie). G1LBERT DRreEy- 
Fus, H. Fiscncotp, M. Zara, and A. FIssorRe. 
Presse méd., 1950, 58: 691. 


The hypophyseal fossa can be visualized frontally 
by the use of tomographic planes parallel to the fore- 
head-nose plane. Three frontal planes suffice. The 
first passes through the tubercle of the sella and the 
anterior clinoid processes and allows evaluation of 
the interclinoid space. The second, taken at a depth 
of about 7 cm., passes through the lowest point of 
the sella and through the two temporal fossae: it is 
the plane of the middle cranial fossa. The third 
passes through the basilar lamina. In the normal 
subject the three planes are separated by a space of 
about 5 mm., but as soon as the sella undergoes an 
increase in the anteroposterior diameter, these refer- 
ence points are frankly altered. 

Of the three planes, the second has seeméd to 
provide the greatest amount of unreported informa- 
tion. In this plane the two temporal fossae are 
overhung by a median platform on which lies the 
hypophysis enclosed in its osteofibrous shell. The 
platform joins the temporal fossae by two lateral 
inclines on which the cavernous sinuses leave their 
respective impression, and the space separating the 
impressions suggests the third dimension of the hy- 
pophyseal fossa or the width of the hypophysis. In 
the normal subject the platform is outlined at 1 cm. 
above the lowest points of the temporal fossae, 
between the partially eliminated shadows of the 
extremities of the petrous bones. The study of 30 
normal subjects has revealed the following variants 
of the platform: domelike with upper convexity 
through the action of a pneumatized sphenoid sinus; 
flat when the expansion of this sinus is more moder- 
ate; slightly depressed; centrally V-shaped. The 
lateral slopes present variable degrees of condensa- 
tion or pneumatization, they are frequently asym- 
metrical and are unevenly marked by the carotid 
arteries. 

The various factors which condition these mor- 
phologic aspects participate also in the normal 
development and confirm the concept that most of 
the discrete anomalies of the sella have no pathologic 
significance. It is consequently pure hypothesis to 
speak about a small sella turcica and to infer from 
it that the hypophysis itself could be reduced in 
size and its secretory function decreased in an obese 
person, in the course of an adiposogenital syndrome, 
or in a child with delayed corporal or sexual develop- 
ment. As long as the platform keeps its morphology 
and normal dimensions, there is no reason for sus- 
pecting a decrease in the volume and weight of the 
hypophysis. Ricuarp Kemet, M.D. 
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Heart Volume in Normal Infants. A Roentgenolog- 
ical — Joun Linn. Acta radiol., Stockh., 1950, 
Supp. 8 

The cans progress made in cardiac surgery during 
the past 10 years has created the need for improve- 
ment of old diagnostic methods and the introduction 
of some new ones. Among these the roentgenologic 
determination of the volume of the heart occupies an 
important place. 

In the present rather technical monograph, the 
author deals im extenso with this problem. The sub- 
ject is divided into the following seven chapters: 
(1) estimation of the size of the heart in adults, com- 
prising measurements in one, two, and three dimen- 
sions and the different methods used; (2) estimation 
of the size of the heart in infants, comprising a con- 
sideration of the anatomy and roentgen appearance 
of the infant heart, and especially of the role of the 
thymus as a source of error in interpreting roentgeno- 
logically the size of the heart; (3) description of the 
material, which includes 293 children under 2 years 
of age (280 were under 1 year), the cases with an 
overlapping thymus being excluded; (4) roentgeno- 
logic determination of the heart volume; (5) discus- 
sion of the errors in the roentgenologic determination 
of the heart volume, based on postmortem findings 
and a consideration of certain physiologic factors 
(change of position, effect of respiration, variation 
during different phases of the cardiac cycle); (6) cor- 
relations of the size of the heart and their application 
in predicting the volume of the heart, this chapter 
containing an evaluation of the cardiothoracic ratio, 
determination of the heart volume in thymic cases, 
study of the relationship of the cardiac volume to the 
blood volume, and the publication of a new factor for 
the correlation of body measurements and cardiac 
volume; and (7) theoretical aspects of the correlative 
principles. 

The heart volume was determined by the Lys- 
holm-Jonsell modification of the Rohrer-Kahlstrof 
method. A good agreement was found between the 
roentgenologically determined values and those ob- 
tained by measuring the displacement produced by 
the heart removed at autopsy, when the Rohrer- 
Kahlstorf factor of 0.63 was used. 

To simplify the calculation in practice, the author 
has worked out a nomograph which permits the di- 
rect reading of the roentgenological heart volume in 
infants as determined by the afore-mentioned method. 

More than half of the monograph is devoted to a 
detailed discussion of the possible errors and a corre- 
lation with various body measurements. Among the 
physiologic factors, the changes in the heart volume 
due to systole and diastole represented from 10 to 15 
per cent, but normal respiration produced no effect. 
The error inherent in the method itself was found to 
be 2.73 per cent. Of the various body measurements, 
weight, and especially the body surfacearea(DuBois), 
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gave a fair correlation with the cardiac volume. Age, 
height, and the thoracic measurements, particularly 
the thoracic depth, proved unsatisfactory. 

The author has also worked out monographs for 
the prediction of the heart volume from body surface 
area which, in turn, is read on the same nomograph 
from the length and weight, and for the determina- 
tion of the heart volume from the transverse diam- 
eter and the greatest horizontal depth in infants with 
an overlapping thymus. 

Finally, the possibility of replacing the body sur- 
face area (DuBois) with a new factor, called capaci- 
tance surface, and the use of blood volume for corre- 
lation of the heart volume are considered. It must 
be remembered, however, that because of the rapid 
growth of all organs, the various heart volume corre- 
lations give higher values in infants than would be 
the case in adults. 

A bibliography of 113 articles is appended. 

T. Leucutia, M.D. 


Heart Tumors (Ueber Herztumoren). Hans FRANKE. 
Fortsch. Roentgenstrahl., 1950, 73: 299. 


The author reports 5 cases of heart tumor: 2 
tumors were probably fibromas originating from the 
right auricle and 3 were teratomas, 2 of which were 
operated upon. The clinical and roentgen diagnosis 
of heart tumor is made relatively rarely and, when a 
case is encountered, there are usually no diagnostic 
criteria available because of the rarity of the obser- 
vations. The clinical concept of heart tumor is a 
broad one and needs anatomopathologic specifica- 
tion, which, however, is possible only in exceptional 
cases during life, and then only in teratomas. It may 
seem simple to speak of primary and secondary 
metastatic tumors, but it is more to the point to 
divide them into pericardial, epicardial, myocardial, 
and endocardial tumors, and to take into additional 
consideration those which are due to the Cysticercus 
and the Echinococcus. Despite the frequent scar- 
city of clinical symptoms, the roentgen signs are 
particularly helpful in making the diagnosis. Com- 
plications of heart tumors are due principally to 
their spread to the neighboring organs or to pressure 
phenomena which may lead to pulmonary atelecta- 
sis. Electrocardiographic disturbances depend on the 
site of the tumor, but are absent in most cases. 

The roentgen signs are divided into direct and in- 
direct signs. The direct ones are as follows: the surface 
of the heart shows a more or less knobby bulging or 
a homogeneous smooth enlargement of a portion of 
the organ which is characterized by absence of pulsa- 
tions and can usually be demonstrated by kymog- 
raphy. The indirect signs are less typical. Experi- 
ence has shown that intracardial tumors tend to 
increase the size of individual segments of the heart, 
especially when they are located in the auricles. 
When intracardial tumors have been present long 
enough, calcifications may be recognized. When the 
primary site of the tumor is at the surface of the 
heart, pericardial effusion would be a typical symp- 
tom. In special cases the installation of a pneumo- 
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cardium or pneumothorax, or the performance of 
bronchography should be considered. Finally, pro- 
bationary roentgen irradiation and consideration of 
its effect on the tumor are to be counted among the 
helpful diagnostic measures. Even then there will be 
many cases that cannot be diagnosed roentgenolog- 
ically because there are no recognizable changes in 
the form of the heart, as is usually the case in 
metastatic tumors. 

The differential diagnosis of heart tumors is often 
very difficult. Appropriate roentgen examination in 
all diameters, with the necessary soft and hard ray 
exposures, kymography, and tomography, give the 
best results. Cardiac tumors keep their aspect dur- 
ing respiratory excursionsand are located in the region 
of the right auricle in more than half the cases. 

If the tumor is small, causes no subjective dis- 
turbances, and shows no growth during a rather 
prolonged observation period, it is undoubtedly be- 
nign, sometimes cystic, and requires no treatment. 
In other cases, a test irradiation is cautiously given 
and the result observed. It is especially important to 
select the appropriate cases for operation which with 
the present technique is often successful. Operation 
should be performed as early as possible in all cases 
of growing tumor. Ricuarp Kemet M.D. 


Upper Gastrointestinal Examination After Gastric 
Surgery. HeErBert R. ZATzKIN and AMADEO RI- 
ERA. Radiology, 1950, 55: 193. 


During the 2 year period from July, 1944 to June 
30, 1946, 143 persons who had previously been sub- 
jected to upper gastrointestinal surgical procedures 
were examined. About three times each week patients 
of this group were encountered in the fluoroscopic 
room by the authors. Half of these patients had pain, 
a third had nausea and vomiting, and a third had no 
symptoms. Various operative procedures had been 
done in this group. The authors briefly review and 
illustrate the various types of surgical anastomoses 
by sketches and corresponding roentgenograms. They 
indicate the special maneuvers of diagnostic aid in 
roentgenography of these patients and the special 
problems posed in each case. They describe the 
activity and appearance of the stomas in normal and 
complicated cases, the means of determining seg- 
mental and other types of obstruction, and the use of 
thin barium in these examinations. They indicate 
the roentgenologist’s need to know the exact types 
of surgical procedures, before he attempts to evaluate 
or examine these complicated anastomoses. 

The article contains many photographs and a good 
bibliography for the roentgenologist facing the prob- 
lem of fluoroscoping the postoperative gastrointes- 
tinal patient. Jane C. MacMittan, M.D. 


Perforation of Peptic Ulcer. A Roentgenologic Con- 
sideration of the Various Forms and Uncom- 
mon Types of Perforation. Maurice FELDMAN. 
Radiology, 1950, 55: 217. 

The author classifies the various types of peptic 
ulcer perforation which may occur: those extending 


into (1) the general peritoneal cavity, (2) the lesser 
peritoneal cavity, (3) the retroperitoneal area, (4) 
the adjacent organs, and those which extend into a 
localized, walled-off area created by the perforation. 
The authors describe the last type in detail. It is 
also called a forme fruste which produces a picture of 
acute abdominal crisis with rigidity and pain less 
excruciating than the generalized type of perfora- 
tion. The symptoms usually subside in from 2 to 10 
hours, leaving the patient in comparative comfort. 

The roentgen examination in this form of per- 
foration may or may not reveal evidence of free air 
in the peritoneal cavity, because the demonstration 
of air depends upon how quickly the perforation 
becomes sealed and the amount of air that escapes. 
The later or postacute demonstration of such a lesion 
may show a nonsealed, chronic perforation into a 
walled-off pocket, which fills with barium; it may 
present as a diverticulum out of the base of an ulcer 
crater; or it may appear as an air pocket at a distance 
from the ulcer crater. The actual anatomical site of 
the walled off lesion depends on the site of the ulcer. 
Thus, the site may be on the lesser curvature of the 
stomach, in most instances adjoining the ulcer; on 
the inferior and greater curvature of the duodenal 
bulb; or in a subhepatic or periduodenal pocket 
which does not form a part of the crater. Also the 
perforation may be pin-point in size, from which a 
small amount of air-escape is visible as an air bubble, 
which may or may not seal completely, or it may go 
on to cause marked clinical reaction with additional 
seepage. The patient is ambulatory and not acutely 
ill, and the symptoms usually subside within 1 or 
2 weeks. The telltale small gas bubble is demonstra- 
ble only early, and the authors believe that it is 
possible to demonstrate such a lesion relatively fre- 
quently. They indicate that it is necessary to rotate 
the patient or even put him into the upright position. 
As gas absorption takes a week or longer, it is pos- 
sible to demonstrate this finding in the early stages 
only. Four figures illustrate the description of the 
types of perforation of peptic ulcer. 

JANE C. MACMILLan, M.D. 


Some Clinical Problems in Small Intestinal Physi- 
ology (Mackenzie Davidson Memorial Lecture, 
1950). Ross GoLpEN. Brit. J. Radiol., 1950, 23: 390. 


This is the Mackenzie Davidson Memorial Lec- 
ture of 1950 delivered at the British Institute of 
Radiology. 

After a brief review of the accumulated knowledge 
of small intestine physiology, the author presents his 
vast observations on the relationship of some of 
these physiologic phenomena and certain clinical 
problems encountered in present-day roentgenologi- 
cal examination of the small intestine. 

The functions of the small intestine are to secrete, 
absorb, and propel its contents caudalward. The 
author in this presentation is concerned only with 
the last-mentioned (motor) function. 

The roentgenologic examination of small intestinal 
movements consists of a series of films taken at 
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selected intervals and of occasional fluoroscopic 
studies. The technique is briefly described. 

The small intestine is innervated by the para- 
sympathetic nerves from the vagus and by the sym- 
pathetic nerves from the splanchnics. Stimulation of 
the vagus increases, while stimulation of the splanch- 
nics decreases the peristalsis. The nervous control 
of the small intestine, however, is considerably more 
complicated than this simple antagonistic action 
would make it seem. A thorough investigation of the 
available experimental data led the author to the 
conclusion that at least four factors are involved in 
the proper functioning of nerves of the smallintestine: 
(1) the correct concentration of potassium ions; (2) 
the presence of thiamine compound; (3) the pro- 
duction of acetylcholine; and (4) the rapid de- 
struction of acetylcholine by choline esterase. It is 
probable that additional factors will be demon- 
strated. A disturbance in any of these factors inter- 
feres with the normal reflexes and thus with the co- 
ordination of the propulsive movements of the small 
intestine. 

Roentgenologically, the motor function of the 
small intestine is manifested by (1) the transit time, 
(2) the width of the lumen, (3) the continuity of the 
barium shadow, (4) the speed and character of the 
peristaltic movements under the fluoroscope, (5) the 
response to the stimulus of food, and (6) the width, 
spacing, or absence of the mucosal folds. The sig- 
nificance of these is discussed. 

Overactivity of the parasympathetic results in in- 
creased tonus and motility of the small intestine. It 
may be associated with psychosomatic disturbances, 
functional intussusception, and allergic manifesta- 
tions. 

The psychosomatic influence may lead to diarrhea, 
pain, or both, due to the hyperemia, engorgement, 
hypermotility, and hypersecretion of the intestine. 
The author includes 2 brief case reports to illustrate 
the point that emotional states of long standing may 
produce disorders of the motor function which are 
demonstrable by roentgenologic examination. 

Recurrent, self-reducing intussusception was ob- 
served by several investigators. A study of the pub- 
lished cases shows that excessive parasympathetic 
activity is usually the basis of the disorder. 

Allergic reactions manifest many vagaries and 
they are usually very difficult to detect roentgeno- 
logically in the gastrointestinal tract. 

The inhibitory effect of atropine and certain other 
drugs on the parasympathetic nerves has long been 
known. The author used a new antiparasympathetic 
drug, called banthine, which blocks the nerve current 
at the synapse or the neuroeffector junction, but be- 
ing insoluble in fat it cannot penetrate the axone. 
This drug retards the emptying of the stomach and 
the movements of the intestine. It was given experi- 
mentally in cases of ulcerative colitis, regional enteri- 
tis, and in cases of diarrhea or pain attributable to 
parasympathetic overactivity. 

The author also used a parasympathomimetic 
drug, urecholine, which is an acetycholine deriva- 


tive. This drug increased the rate of emptying of the 
stomach and of the propulsion of the barium through 
the small intestine. The clinical usefulness of both of 
these drugs will form the subject of a later report. 

The disturbed motor function observed in steator- 
rhea and the sprue syndrome manifest themselves by 
(1) slow transit time, (2) abnormal segmentation 
with slight or moderate clumping of the barium, and 
(3), in some cases, by obliteration or reduction in the 
number of mucosal folds. Additional investigations 
are necessary to determine the exact physiologic 
mechanism of the disorder. 

A mild paralytic ileus is known to occur in condi- 
tions associated with hypoproteinemia and was for- 
merly attributed to edema of the intestinal wall. 
The disorder is now considered to be due to electro- 
lyte imbalance which is relieved by restoring the 
serum potassium to a normal level. Experimental 
evidence suggests that the potassium accelerates the 
production or release of acetylcholine, and that the 
movement of the potassium ions also plays a part in 
the transmission of the nerve impulses. 

Finally, the author briefly discusses the localized 
disorders of motor function which are: (1) spasm of 
the efferent loop of jejunum following partial gastric 
resection, (2) localized narrowing at the site of an 
adhesion, and (3) disease of the mesentery, such as 
lymphangioma and carcinomatous infiltration. 

The conclusion is reached that during routine 
roentgenologic examination of the small intestine 
many variations in activity are encountered for 
whic') no satisfactory explanation can be offered on 
the basis of our present knowledge. Future investi- 
gations in neuromuscular physiology undoubtedly 
will aid in elucidating the clinical significance of 
many of these phenomena. T. Leucutia, M.D. 


The Roentgen Picture of Arteria Lusoria (Die Ar- 
teria lusoria im Roentgenbild). A. RAVELLI. Fortsch. 
Roentgenstrahl., 1950, 73: 285. 


The vascular anomaly, arteria lusoria, is due to the 
fact that the part of the right fourth branchial arch 
artery which lies between the brachiocephalic artery 
and the right subclavian artery becomes obliterated 
and that the right subclavian artery connects with 
the aorta through the preserved right descending 
aortic root, whereby the connecting piece is often en- 
larged in the manner of a diverticulum. In most cases 
the artery passes to the right behind the esophagus, 
seldom in front of it, and behind or in front of the 
trachea. If the aortic arch lies high and the artery 
runs behind the esophagus, sagittal exposure at the 
level of the aortic apex reveals a semicircular bend 
of the esophagus convex to the right and concave to 
the left. In the second oblique diameter, which is 
particularly appropriate for the recognition of this 
variation, it is easily seen that the esophagus is bent 
toward the front and is concave at the back. Thus 
the subclavian bed is open toward the left and the 
back, and its longitudinal axis, which indicates the 
direction of the vessel, lies obliquely to the longitu- 
dinal direction of the esophagus. 
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When the aortic apex lies lower, sagittal exposure 
shows a small depression in the filling picture of the 
esophagus, from which a thin band runs obliquely 
toward the right and upward and ends in another 
depression on the right edge of the esophagus. To 
demonstrate the floor of the subclavian bed at this 
point, it is necessary to turn the patient to the first 
oblique diameter and to make him bend forward 
until the longitudinal axis of the groove is brought 
in the direction of the rays. It is then seen that the 
esophagus is convex toward the front and concave 
toward the back. 

More or less stasis of the contrast medium is 
caused by the displacement and narrowing of the 
esophagus, and this finding explains the condition 
which leads to dysphagia. The larger the aortic 
diverticulum, the stronger the impression on the 
esophagus and the easier the occurrence of disturb- 
ances of deglutition. The abnormally coursing vessel 
may also be visible in the roentgen picture without 
the use of contrast medium, usually at its origin 
from the aortic arch in the region of the aortic 
knob and occasionally also in the clearer band of the 
esophagus. Ricuarp Kemet, M.D. 


Treatment of Hodgkin’s Disease with Roentgen 
Irradiation and Nitrogen Mustards. Franx H. 
BETHELL, Goutp A. ANDREWS, ROSALIE B. NELIGH, 
and Muriet C. Meyers. Am. J. Roentg., 1950, 64: 
61. 


The authors present a series of 173 cases of 
Hodgkin’s disease. Of this number, 148 cases have 
been studied with reference to clinical features which 
may be related to prognosis. There were 105 
males and 43 females in the series. Almost twice as 
many patients developed evidence of their disease 
in the third decade of life as in any other to year 
period. 

Roentgen therapy was employed in the treatment 
of 138 members of this series. Five patients in the 
series received nitrogen mustard late in the course 
of their disease, which probably did not affect the 
survival rate. The survival rate of irradiated pa- 
tients, computed from the date of diagnosis of 119 
patients, is 59.7 per cent for 1 year, 42 per cent for 
2 years, and about 5 per cent for 10 years. 

Of the more common physical signs, enlargement 
of the spleen early in the clinical course of the 
disease is considered of most unfavorable prognostic 
significance. The presence of a leucocyte count 
below 6,000 per cubic millimeter is usually an indica- 
tion of poor prognosis. A leucocyte count above 
10,000 is also considered of almost as poor prog- 
nostic significance as that of a low count. 

Pruritus rarely occurs as an early manifestation 
of Hodgkin’s disease. 

Roentgen irradiation is the most satisfactory form 
of therapy in localized and early cases of Hodgkin’s 
disease. It should be given energetically to all 
regions of the body in which there is evidence of 
involvement and should be repeated whenever there 
is evidence of local recurrences. Nitrogen mustard 
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is of especial value in the treatment of advanced 
cases of Hodgkin’s disease, those with extensive 
visceral involvement, and those in which postirra- 
diation tissue damage is present or anticipated. The 
use of alternate courses of roentgen irradiation and 
nitrogen mustard therapy has distinct promise in 
the management of Hodgkin’s disease. There are 
few contraindications to the use of nitrogen mustard 
in the treatment of Hodgkin’s disease. It has some 
depressing effect, however, on normal bone marrow. 
It should always be given with caution, and realiza- 
tion of its potential damage. 
FRANK L. Hussey, M.D. 


MISCELLANEOUS 


Clinicostatistical Review of the Carcinomas of the 
Mouth and Pharynx Treated from 1928 to 1945. 
Results of Radiotherapy in the Carcinomas of 
the Glossopalatine Region and the Anterior 
Palatine Pillar: 110 Cases (Rendiconto clinico- 
statistico dei carcinomi della bocca e del faringe 
trattati dal 1928 al 1945. Risultati della radioterapia 
nei carcinomi della regione glosso-palatina e del 
pilastro palatino anteriorie: 110 casi). ALDO PER- 
ussiA. Radiol. med., Milano, 1950, 36: 566. 


The author has divided his material into two topo- 
graphic groups: the first group includes the carcino- 
mas of the anterior palatine pillar and the retromalar 
space, and the second includes the carcinomas of the 
glossopalatine region. Both groups are divided into 
subgroups. Radium therapy is indicated in all forms 
of the two groups: it may be preceded, or excep- 
tionally replaced, by radical diathermic excision in 
the rare cases in which the primary focus is of mini- 
mal extent, and of only a slightly infiltrating nature, 


and in which the topographic condition easily allows 
of such a type of intervention; it may also be helped 
by electrosurgical preparation of the field by leveling 
of the exuberant tumoral masses or by partial exci- 
sion of anatomic formations that are easy to remove 
and are involved by the tumoral process, for instance, 
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the border of the soft palate in some forms of the 
second group. 

The choice of radiotherapeutic technique for the 
primary focus lies between intraoral treatment by 
the insertion of needles or modelled apparatus, and 
transcutaneous irradiation in the sense of tele- 
curietherapy. Transoral roentgentherapy can be 
used only exceptionally in very limited and super- 
ficial forms of the first group, and is less practical and 
less safe than intraoral curietherapy even in these 
cases. 

In not too extensive cases of both groups, intra- 
oral curietherapy (intratissural or with modelled 
apparatus, or both combined) often gives satisfac- 
tory results. However, external radiotherapy 
(roentgentherapy or telecurietherapy as given at 
the Radiumhemmet) may offer similar curative 
possibilities, although it involves greater and un- 
necessary irradiation of the healthy surrounding 
tissues. In extensive cases it is better to use trans- 
cutaneous radiotherapy (roentgen or telecurie), 
eventually taking advantage of the possibility of 
using multiple fields. Transcutaneous curietherapy 
with a large modelled apparatus to be used at a dis- 
tance might be used as a substitute only in prog- 
nostically more unfavorable cases or for purely 
palliative purposes, or as a first trial in the hope of 
completing treatment in a second stage with some 
other radiotherapeutic or surgical technique. 

Radical surgical removal of satellite lymphatics is 
recommended in every case in which they are evident 
or suspected, and watchful waiting is necessary in the 
others; radiotherapy is recommended in clinicaily 
suspected or evident cases in which for any reason it 
is impossible to intervene surgically. In every case 
in which surgery is performed, mass removal of all 
the laterocervical lymphatics is indicated even if 
suspicion attaches only to the submaxillary area. 
Complemental radiotherapy after intervention on 
the satellite lymphatics has been abandoned at the 
Institute. Ricuarp Kemet, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Synergism and Antagonism as Displayed by Certain 
Antibacterial Substances. JosrepH W. BIGGER. 
Lancet, Lond., 1950, 2: 46. 


The author records the results of an investigation 
undertaken to determine the interaction of several 
antibacterial substances when tested in pairs against 
the Bacillus coli in a synthetic medium. The in- 
vestigation was confined to a study of 6 substances: 
sulfathiazole, penicillin, streptomycin, chloromyce- 
tin, boric acid, and the sodium salt of p-aminosali- 
cylic acid—acting in pairs in Lemco synthetic me- 
dium on the Bacillus coli. 

The results of various pairs of combinations are 
tabulated. In 14 of the 15 combinations, synergism 
was demonstrated. Synergism was most marked 
and permanent in the case of combinations of sul- 
fathiazole and penicillin and of sulfathiazole and 
streptomycin. In some cases, one of the two sub- 
stances was found to act synergistically with the 
other at one range of concentrations and antagonis- 
tically to the other at another range. Antagonism 
was demonstrated in the case of 5 combinations. 
In only 3 cases was it marked and permanent, and 
in only 1 of these (boric acid and sulfathiazole) was 
it mutual. 

The practical importance of this study is that it 
shows whether two antibacterial drugs may be 
administered simultaneously. By the combination 
of two, it may be possible to obtain the required 
effect with a dosage of one which, if it alone were 
used, would be insufficient, but which, in higher 
dosage, would have undesirable side effects. A more 
important advantage of using two drugs in place of 
one is the probability that this procedure would 
tend to prevent the multiplication of mutants re- 
sistant to one of the drugs. With respect to antag- 
onism, the danger might not be very great, but 
caution suggests the inadvisability of combining in 
any form boric acid with sulfonamides or penicillin. 

Joun L. Linpquist, M.D. 


On the Nature and Pathogenesis of the So-Called 
Abrikossoff Tumor. Lars THortn. Upsala lak. 
Soren-forh., 1950, §5: 125. 

The author has critically reviewed previously pub- 
lished cases and found 153 acceptable examples of 
the so-called myoblastoma (Abrikossoff tumor). To 
these he has added 5 cases of his own. These tumors 
have been found in several regions of the body. The 
majority are found in the tongue, usually localized 
to the edges of the organ and occupying the sub- 
epithelial tissues. They rarely occur entirely within 
the musculature. Tumors from the cutis and sub- 
cutis are relatively common and may have no local 
connection with the striated musculature. Follow- 


ing in order of frequency are those arising from the 
subcutaneous tissues of the breast, the gingiva, the 
respiratory tract (larynx, trachea, bronchi), and, 
infrequently, from the skeletal muscles of the ex- 
tremities. The lip, floor of the mouth, pinna, and 
esophagus are rarely involved. 

One is clinically justified in regarding and treating 
these tumors as benign when the histological picture 
is typical. When the microscopic examination re- 
veals an atypical picture, with signs of malignancy, 
the diagnosis of Abrikossoff tumor should preferably 
be avoided and the lesion interpreted as a rhabdo- 
myosarcoma and treated as such. Local recurrences 
after the extirpation of typical tumors is attributed 
to incomplete removal; relapses have not been re- 
ported following adequate reoperation. 

These puzzling tumors have led to several theories 
concerning their nature and pathogenesis. 

Abrikossoff’s original material was derived from 
tissue containing striated muscle, and he interpreted 
the tumor as being myogenic. He is believed to have 
demonstrated signs of striation, and, in addition, a 
certain resemblance to embryonal, granulated mus- 
cular cells corresponding to the myoblasts described 
by Godlewski. According to Abrikossoff the tumor 
originated from a hyperplastic regeneration as the 
result of a slight injury to the musculature. Later, 
he found Klinge’s theory of dysontogenesis more 
acceptable, i.e., origin from aberrant myoblastic tis- 
sue or from the embryonal skin muscle plate. Ac- 
ceptance of this dualistic theory by some authors 
has led to the classification of this tumor among 
those of the striated musculature. 

However, the myogenic theory is contradicted on 
several points. The majority of tumors lie in the 
subepithelial or subcutaneous tissues and lack close 
relationship to the striated muscle. The transition 
between tumor cells and striated muscle cells may 
be simulated by the tangential overlapping of cut 
muscle fibers and tumor cells. The granular appear- 
ance of the cytoplasm in the syncytial stage of myo- 
blast development is not generally described by 
embryologists. Thus, the myogenic derivation of 
these tumors seems rather improbable. 

The concept of a “storage-cell”’ tumor is not con- 
firmed by convincing histochemical data, nor by any 
of the systemic features associated with the so-called 
storage diseases. 

Several observations are recorded which tend to 
favor the neural genesis of the tumor: (1) a peri- 
neural arrangement of the benign tumor is some- 
times a very striking feature; (2) the analogous 
“false”? metachromasia, obtained with Feyrter’s thi- 
onin staining method, is observed in cells of neu- 
rogenic origin and in the granules of the tumor cells; 
(3) tinctorial similarities are suggested in the tumor 
cells and myelin sheaths when myelin-staining tech- 
niques are employed; (4) the chemical analysis of 
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these tumors generally reveals a relative abundance 
of lipids (phosphatides), and the occurrence of cere- 
brosides and gangliosides suggests an affiliation with 
neural tissue; (5) neurofibrils may be demonstrated 
occasionally in the tumor tissue with appropriate 
silver stains. 

Certain observations also suggest a nevoid nature 
of the Abrikossoff tumor: (1) the occurrence of con- 
genital tumors in the gingiva, (2) the predominence 
of the tumor in the oral cavity and in cutis and sub- 
cutis, corresponding to the areas of the body most 
often the sites of nevoid formations, (3) the histo- 
logically poor delimitation of the tumor in spite of 
its benign nature, and the lack of tissue reaction 
around the tumor, features analogous to conditions 
in angioma and nevus pigmentosus, and (4) the 
proliferation of epidermis over the tumor localized 
to the cutis frequently observed over cutaneous 
nevi. 

The author concludes that it is not unlikely that 
the tumor is derived from peripheral nerves, pos- 
sibly from the endoperineural cells described by 
Feyrter, and that the conception of a naevoid, neu- 
rogenic character of the Abrikossoff tumor thus 
seems to be the most plausible theory propounded 
regarding its genesis. | W. CauLpWELL, M.D. 


EXPERIMENTAL SURGERY 


Experimental Renal Hypertension and Its Course 
Following the Production of a Peripheral Ar- 
teriovenous Fistula. RatpH A. DETERLING, JR., 
and H. E. Essex. Ann. Surg., 1950, 132: 129. 


Laboratory and clinical studies have indicated 
that the elevation of blood pressure observed in 
essential hypertension is the result of increased 
peripheral resistance. Since this effect is associated 
with vasoconstriction of the arteriolar beds, at least 
in the earlier phases, the usual surgical attack on 
essential hypertension has been an attempt to reduce 
peripheral resistance by thoracic and lumbar sympa- 
thectomy, with splanchnicectomy. The marked re- 
duction of vasomotor tone of large portions of the 
tissues of the legs and splanchnic regions has failed, 
however, to lower arterial pressure in many patients 
in carefully selected groups. 

The pronounced loss of peripheral resistance occa- 
sioned by a peripheral arteriovenous fistula has been 
shown repeatedly to result in a significant fall in 
arterial pressure, especially in the diastolic pressure. 
It was of interest to the authors in 1944, while study- 
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ing dogs with femoral arteriovenous fistulas, to 
observe the actual effects of a fistula on the course of 
experimentally induced renal hypertension. 

Twenty-seven adult mongrel dogs of medium size 
were used. Observations were made of the arterial 
blood pressure and pulse rate with the aid of the 
Hamilton manometer. Serial roentgenograms of the 
thorax in the supine anteroposterior position were 
made during inspiration at a distance of one meter 
to permit measurement of the cardiac silhouette by 
planimeter. Electrocardiograms were made, em- 
ploying the three standard leads and the Wolferth 
lead IV. Circulating blood volume was measured by 
photoelectric determinations of the blue dye, T1824, 
in the plasma of single five-minute blood samples. 
Circulation time from the saphenous vein to the 
carotid sinus was easily measured by noting the 
occurrence of hyperpnea which resulted from the 
intravenous injection of 1.5 mgm. of sodium cyanide 
in 1 c.c. of normal saline solution. Blood urea was 
determined by the aeration method of Van Slyke 
and Cullen, using boric acid solution in collecting 
tubes. Hematocrit and hemoglobin determinations 
were also made every 1 to 2 weeks during the period 
of 9 months following the operative procedures. 

Sustained severe, chronic arterial hypertension 
was successfully induced in all but 2 of the 27 dogs 
by means of the Page technique. The renal hyper- 
tension, developing about 4 weeks after wrapping 
the kidneys in silk cloth or cellophane, reached levels 
of 305 systolic and 220 diastolic, expressed in milli- 
meters of mercury. Many widespread pathologic 
changes were noted at necropsy. Transition into a 
fatal malignant phase occurred in several of the 
animals. 

In a series of 19 hypertensive dogs, lateral femoral 
arteriovenous fistulas were produced in order to 
determine their influence on the course of the renal 
hypertension. On the basis of the evidence obtained, 
the following conclusions are drawn: (1) the arterial 
pressure observed in experimental renal hypertension 
in dogs was not permanently lowered by an arterio- 
venous fistula of the femoral vessels; (2) cardiovas- 
cular alterations of a greater magnitude occurred as 
a result of combining renal hypertension and fistula 
than from either lesion alone; (3) the mortality was 
greater and the pathologic changes, both gross and 
microscopic, were more widespread and severe in the 
group of dogs with both renal hypertension and 
fistula than in the groups with either ome hyper- 
tension or fistula alone. 


